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prompt and 
prolonged 
decongestion 
in COLDS 





.. SINUSITIS 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 
helps to reestablish and protect the physiologic defense mechanisms 
of the nasal cavity: sinus drainage and aeration. 


Neo-Synephrine hydrochloride is notable for its relative freedom 
from sting and for virtual absence of compensatory congestion. 
Furthermore, it does not usually produce systemic side effects such 
as nervous excitation, cardiac reaction or insomnia, 

The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 


%% solution (plain and aromatic), 1 oz. bottles 

¥% and 1% solutions (when stronger vasoconstrictive action is 
needed), 1 oz. bottles 

%% water soluble jelly, % oz. tubes 


eo-Synephrine 


e 
=. 
inc. 


New Yorx 18, N.Y. Winosor, Ont. 


Neo-Synephrine, trademark reg. U. S. & Canada, brand of phenylephrine 
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AMERICA’S MOST POPULAR CIGARETTE 
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Anatomy of the Heart 








1 Middle cardiac vein 11 Right branch of 20 Left ventricle 29 Left coronary artery 
2 Posterior descending branch pulmonary artery 21 Posterior vein of 30 Posterior 
of right coronary artery 12 Innominate artery left ventricle semilunar valve 

3 Right ventricle 13 Superior vena cava 22 Great cardiac vein 31 Left semilunar valve 

4 Right coronary artery 14 Left common carotid artery 23 Left pulmonary vein 32 Right semilunar valve 
5 Small cardiac vein 15 Pericardium 24 Left auricle 33 Posterior cusp of mitral 
6 Inferior vena cava 16 Aortic arch 25 Left subclavian artery (bicuspid) wire 

7 Coronary sinus 17 Ascending aorta 26 Left branch of 34 Anterior cusp of mitral 
8 Right auricle 18 Conus arteriosus pulmonary artery (bicuspid) valve 

9 Left atrium 19 Anterior descending branch 27 Trabeculae carneae 35 Chordae tendineae 
10 Right pulmonary vein of left coronary artery 28 Trabecula tendinea 36 Papillary muscle 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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Aureomycin. | 


HYDROCHLORIDE CRYSTALLINE 
Wl 


Infections Invoh mg 
the Heart 


NDOCARDITIS—Aureomycin has established itself as one of the most 
valuable agents available for the treatment of infections involving the 
heart. Aureomycin is now recognized as a highly effective antibiotic against 
the organisms most frequently encountered in endocarditis—staphylococci, 
Str. viridans, Str. fecalis and other enterococci. These organisms are being 
increasingly found resistant to penicillin and streptomycin. Endocarditis 
caused by these organisms has responded to aureomycin after failure of 
other antibiotics. Aureomycin is held by many physicians to be an antibiotic 
of choice for prophylactic use in patients with organic cardiac disease 
who require oral, intestinal, or rectal surgery, or any transurethral oper- 
ative procedure. Endocarditis complicating typhus and brucellosis has 
responded well to aureomycin therapy. 


ERICARDITIS—The importance of aureomycin in pericarditis has been 

. demonstrated by its successful use after failure of other therapy—in acute 

nonspecific pericarditis, possibly of viral etiology; H. influenzae pericarditis; 
tularemic pericarditis; and actinomycotic pericarditis. 


HEUMATIC FEVER—Because aureomycin is an antibiotic with a wide 

range of effectiveness against the pathogenic strains of streptococci, its 

use has been recommended for the prevention of acute rheumatic fever and 
its cardiac complications. 


* * * 


PackaGEs: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 mg.—Vials of 
16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
amenscan Cyanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 





A bibliography of 39 selected references will be mailed on request. 


XUM 






































) 
| | ARIZONA MEDICINE 
Journal of ARIZONA MEDICAL ASSOCIATION 
VOL. 10, NO. 1 , JANUARY, 1953 
OFFICERS 
r,s I sik ckwccnwenvccce svedecerecescdesdeeeeevsnuan VI 
EEE SPURNS, EUUEENDEEIIE, okwicewcevcenvascawce coon sesesdveecdsoavaeawa VI 
ORIGINAL ARTICLES 
A Se Coe ea lae Cae ead Oe be badb ee be eee ed 1 
Ian Macdonald, M.D., Los Angeles, California 
SUPERIOR VENA CAVA OBSTRUCTION IN PRIMARY CANCER OF THE LUNG...... 10 
Bernard M. Lipschultz, M.D., Phoenix, Arizona 
SURGICAL PATHOLOGY IN EVERYDAY MEDICAL PRACTICE.................... 13 
Osborne A. Brines, M.D., Detroit, Michigan 
RADIOACTIVE IODINE IN DISEASES OF THE THYROID GLAND................ 16 
Drs. E. W. Czerny and H. D. Cogswell, Tucson, Arizona 
MEDICAL PROBLEMS 
ee Man EEE 6. oo Ccew ocinok Gee dee ouihdndu ck cavieus aeuseNeeuswenawen’e 18 
THE PRESIDENT’S PAGE 
Tee Ee Us BEOe GUE BUG hw cn coe ccevencndcsnccverévacssacsessoeas 26 
EDITORIAL 
ee eg at aoa wi ie aed elaine oi ios eWeek aS 27 
TOPICS OF CURRENT MEDICAL INTEREST 
te cn so Re ee ee ie: de eee h ae Sea pun Rhee eee ee ama 28 
Guillermo Osler, M.D. 
MARICOPA COUNTY MEDICAL SOCIETY RESOLVES .................ccccceeees 32 
nh ae Sate ok od ie wae ha kil WN wigs niki muh SOig eM aA a eae 33 
a EE een ee ese Ee ee 34 
Jesse D. Hamer, M.D., Phoenix, Arizona 
MEMO TO BUSY PHYSICIANS Be aaa Oe a aa hcg a ig a a a 38 
C. W. Dudding, Chairman, Executive Committee, Arizona Pharmaceutical Ass’n. 
ee, ee mbd ed edad be'ee oead peas eae’ een 39 
CIVILIAN MEDICAL CARE FOR ARMY PERSONNEL ..................e2cceeeees 40 
FIRST WORLD CONGRESS ON FERTILITY & STERILITY .................2.0200.-, 41 
Cs te ae k Ra ees eee Rees bo wh see ee wae ene San eben 41 
WOMAN'S AUXILIARY 
a ee ne cc kek ea bade Weeks keeneneeeweeeemede aoe 43 
Mrs. George S. Enfield, Phoenix, Arizona 
DIRECTORY 
a te eee eae Are de eens We ke a Bade eee wie eee XIX 
EO ne ee a RMT EE Pee: 
EE Er en ree ee 
Published monthly by the Arizona Medical Association. Business office at 426 Heard Building, Phoenix, 
Arizona. Subscription $3.00 a year, single copy 25c. Entered as second class matter March 1, 1921, at 
Postoffice at Phoenix, Arizona, Act of March 3, 1879. 
; 





XUM 





Directory 


THE ARIZONA MEDICAL ASSOCIATION, INC. 
1892 541 SECURITY BUILDING 
234 NORTH CENTRAL AVE., PHOENIX, ARIZONA 


OFFICERS AND COUNCIL 


_ 6 Ree President 
15 East Monroe, Phoenix, Arizona 

Re no kc ccceacecescaec President-Elect 

1603 N. seem Boulevard, Tucson, Arizona 

ils. I I ices cccestecenesees Vice-President 
1313 N Pd Street, Phoenix, Arizona 

i i, Sl” SE? Eee ere Secretary 
15 East _ Phoenix, Arizona 

op RE Pree errr Tee Treasurer 


Clarence E. Yount, Jr., M.D. 
P. O. Box 1626, Prescott, Arizona 

Harry E. Denes, IS ibs a: dee ioe. Dae ot ae | nm of House 

485 N. Tucson Boulevard, Tucson, Arizon 

pene Te, TR xno ov cccadscocccias iiieoue to AMA 
15 East ee, Phoenix, Arizona 

Robert E. Hastings, M.D. ......... Alternate- Delegate to AMA 

1014 N. qe Club Road, Tucson, Arizona 

is SD Ge III eek x oo eos'c es daw sneveend Editor-In-Chief 

15 East Monroe, Phoenix, Arizona 
DISTRICT COUNCILORS 

es Gy, I a6 wdisldnn duke em damsiacd Central District 

15 East Monroe, Phoenix, Arizona 


Kent Thayer. M.D. Central . District 
1313.N.. 2nd. St.reet, . Phoenix,Arizona 
Se Be I d'0. 66 0.5 65:6-06 04550550000 Central District 


M.D. 
926 East McDowell Road, Phoenix, Arizona 
Slosbort I. PURGE, BED... ccccccvcces Northeastern District 
P. O. Box "128, Holbrook, Arizona 
i Fe = |) reer Northwestern District 
107 North Cortez, Prescott, Arizona 
eee TH. TR, D. x.0 sc ecncscaseses Southeastern District 
509 — ae Avenue, Safford, Arizona 
ne TR SE neo isncccsectccona Southern District 
620 N. Couniry Club Road, Tucson, Arizona 
We EEL, wo nccesspvcasvewnd Southern District 
1627 +" ¥ Boulevard, Tucson, Arizona 
Abe I. nee Peer ata: Southwestern District 
1601 5th Avenue, Yuma, Arizona 
COUNCILOR AT LARGE 
Harry T. coe aaa Past President 
P. O. Box = i eeeenett, Arizona 


PROFESSIONAL: Dermont w. Melick, M. D., Phoenix; Ernest 
A. Born, M. D., Prescott; Edward H. Bregman, 
Phoenix; Roscoe A. Gutekunst, M. D., Phoenix; Lewis H. 
Howard, M. D., Tucson; Elvie B. Jolley, M. D., Bisbee; 
Joseph M. Kinkade, M. D., Tucson; Charles E. Van Epps, 
M. D., Phoenix; George A. Williamson, =" . Phoenix. 

PUBLIC RELATIONS; Howard C. Lawrence, M. D., Phoenix; 
Donald F. DeMarse, M. D., Holbrook; Walter V Edwards, 
M. D., Cottonwood; Robert M. Matts, Yuma; Paul 
W. McCracken, M. D., Phoenix; William B ‘Steen, M. D., 


Tucson. 
STANDING COMMITTEES 

GRIEVANCE: Harry T. Southworth, M. D., Prescott; j Landooy E. 
Beaton, M. D., Tucson; Preston Se Brown, M. D., Phoenix; 

fates Cc. Carlson, M. D., Phoenix; wy 4 ig Thompson. 
, Tucson; Otto E. Utzinger, M. D., 

HISTORY. *& OBITUARIES: Hal W. Rice, M. “Dp. Tucson; 
Harold W. Kohl, M. D., Tucson; roan J. Milloy, M. D., 
Phoenix; W. Warner Watkins, M. Phoenix. 

Se RELATIONS: John R. , te ll M. D., 
a Carl H. Gans, M. D., Morenci; Ronald S. Haines, 

D.. Phoenix; William B. McGrath, M. D., Phoenix; 
Jensy'B . Noon, M. D., Nogales. 
a Jesse D. Hamer, M. D., Phoenix; Walter Brazie, 
D., Kingman; Martin G. Fronske, M. D., Flagstaff; 
. S. Gonzales, M. D., Nogales; Charles B. Huestis, NM. D., 
Hayden; Frederick W. Knight, M. D., Safford; Charles 
H. Laugharn, M. D., Morenci; Harry B. Lehmberg, M. D., 
Casa Grande; Claude H. Peterson, M. D., Winslow; Robert 
E. Rider, M. _ Yuma; Reed D. Shupe, M. D., Phoenix; 
William B. Steen, M. D., Tucson 
MEDICAL \DEFENSE: O. E. Utzinger, M. D., Ray; Ernest A. 
Born, rescott; Preston T. Brown, M. D., Phoenix. 

MEDICAL ECONOMICS. Hilary D. Ketcherside, M. D., Phoenix; 

Edward M. Hayden, M. D., Tucson; Hugh C. Thompson, 

D., Tucson. 
PUBLISHING: R. Lee Foster, M. D., Phoenix; Carroll C. 
Creighton, M. D., Flagstaff; Donald E. Nelson, M. D., 


Safford. 

SCIENTIFIC ASSEMBLY: Edward M. Hayden, M. D., Tucson; 
Joseph Bank, M. D., Phoenix; Oscar W. Thoeny, M. D., 
Phoenix. 

4’ ege 
Woman’s Auxiliary 


OFFICERS OF THE AUXILIARY TO THE ARIZONA 
MEDICAL ASSOCIATION — 1952 - 1953 


NEE, 5 occ ret ob acces Vcews wed Mrs. W. F. Schoffman 
36 North Country Club Drive, Phoenix 
a Pere ee Mrs. George S. Enfield 
335 West Cambridge, Phoenix 
Vice-Pres. Ist (organization) ................ Mrs. Brick Storts 
El Encanto Estates, Tucson 
Vice-Pres. 2nd (Program)............... Mrs. Hugh Thompson 
135 Palomar Drive, Tucson 
, TIRE Te eT e eee M R. Lee Foster 


rs. 
2215 North lith Avenue, Phoenix 





ARIZONA MEDICINE 





RE TS eee Mrs. Louis Hirsch 
Rt. 6, Box 710, Tucson 
Corresponding Secretary.................:. Mrs. L. L. Tuveson 
346 “West LaMar Rd., woe © 
Re ©. Win cern deers 6 cadedecancneaned Mrs. J. H. Allen 
829 Country Club Drive, Prescott 


Te nia otis cow oak a ee eke Mrs. R. W. Rudolph 
Hiawatha Bldg., Apt. 27, 331 S. Alvernon Way, Tucson 
re eer ae Mrs. T. C. Harper 


175 South 3rd Street, Globe 
National Representative .............. Mrs. Jesse D. Hamer 
1819 North llth Avenue, Phoenix 


DN 60d hatin a acenne ae canen Mrs. Hiram Cochran 
2716 East 4th St., Tucson 
ae ee eee Mrs. Harry Cumming 
517 W. Rose Lane, Phoenix 
DIDS 6 5 6. is Kaees ss keds weseteseaeees Mrs. Paul S. Causey 
38 West Camelback Rd., Phoenix 
Se aw ke 6 0 0066 05:6446000400 Mrs. Roy E. Hewitt 
130 Camino Miramonte, Tucson 
Ss. kc dos nenanane eden eeanncsuae Mrs. C. Selby Mills 

148 West Rose Lane, Phoenix 
Ps + s:c’kerds aces cameeeeee Mrs. George A. Williamson 
537 West Rose Lane, Phoenix 
er errs Mrs. V. G. Presson 
1317 North Stone, Tucson 
TNs. 6:4 6 sth ae eet adda eel Mrs. John R. Green 


2221 North 40th Street, Phoenix 
SN cies ca ce sae seeeh ae aecon Mrs. J. K. Bennett 


I re ee eee ye! rs. Delbert Secrist 
2527 East 3rd St., Tucson 
BB ) OO Eee Mrs. Carlos C. Craig 
727 Encanto Drive SE, Phoenix 
TS, Find kk cbse mca vaeotscncstans Mrs. Paul Jarrett 
501 East Pasadena, Phoenix 
Nominating Chairman .............. Mrs. Benjamin Herzberg 
125 W. Rose Lane, Phoenix 
GILA COUNTY 
RE oa 5: dine wee anes sees Mrs. I. E. Harris 
Box 1296, Miami 
WE ov. 0k ee keeeesaues Mrs. Nelson D. Brayton 
823 Merritt, Miami 
ee ee PR Mrs. Wm. E. Bishop 
605 South 3rd Street, Globe 
MARICOPA COUNTY 
EE ee ee ere ee Mrs. Archie E. Cruthirds 
60 E. Country Club Dr., Phoenix 
PRMD 6.cc cc nkans en 045-100000teeee renee Mrs. Paul Jarrett 
501 E. Pasadena, Phoenix 
ee Ea —_ Robert Cummings 
5830 Arcadia Lane, Phoeni 
a I es Ey, Mrs. C. Selby Mills 
148 West Rose Lane, Phoenix 
MO, cs cc wee cand tne kane eee Mrs. A. I. Ramenofsky 
916 E. Cambridge, Phoenix 
RE TT ee ee re eee Mrs. Robert Price 
335 West Wilshire, Phoenix 
OE n+ 4 cee vane Mrs. Dwight H. Porter 
5650 N. 17th Street, Phoenix 
GRAHAM COUNTY 
NEE onde sadn cc usb nance’ Mrs. Frederick W. Knight 
Safford 
WL. kn as ken dR eke ee eens Mrs. Noel Grey Smith 
Safford 
DORN conseucvccducneenemeees Mrs. Donald E. Nelson 
afford 
PIMA COUNTY 
NN a bundtiead caenmadaebanaae Mrs. Hollis H. Brainard 
328 N. Country Club Rd., Tucson 
DOGS. cas dckcanckahen ease Mrs. Hugh C. Thompson 
135 Palomar Drive, Tucson 
Bes SR. aan ck cba nsbes ccenaes Mrs. Darwin Neubauer 


3017 E. Loretta Drive, Tucson 
Seek WR. hn odcdéacescacdnsedevuseree Mrs. Jackson Pyre 
4141 East Killmer, Tucson 


PR «<6canienedas eon Gobaae Mrs. Phillip G. Derickson 
2841 E. Exeter Dr., Tucson 
ee ee no a Mrs. David E. Engle 


4012 E. Cooper, Tucson 
Ob asncded Shiedaicn cereale Mrs. Richard K. Hausmann 
2639 E. 8th Street, Tucson 
PINAL COUNTY 
aE a ey ee RA aT Mrs. J. B. Tucker 


WEDD: «ont cteceensenbeaanaanaxed Mrs. G. H. Walker 
Box 1225, Coolidge 


Treasurer 


ID in «0:0 Knpecleten sate aes Mrs. R. Z. Collings 
’ “Box 475, Casa Grande 
YUMA COUNTY 
PETE ee ERE Se Mrs. Charles S. Powell 
698 Ninth Avenue, Yuma 
WOO vse cn vecienedeetaLeneeanee Mrs. John F. Stanley 
201 ist Ave., Yuma 
DEE, 2s 6.06 we eee eae eee Mrs. John J. Kloby 
Box 1590, Yuma 
YAVAPAI COUNTY 
nt Pa PSS A Mrs. Joseph P. McNally 
208 Grove Ave., Prescott 
L.'s asd thee halk weenie Mrs. M. W. Phillips 
829 Flora Ave., Prescott 
PO 6cisiiisn wuivahnn dimeancawas Mrs. E. C. Geever 
Whipple Barracks, Whipple, Arizona 
po MT ETE Te re Ure ere Wm. R. Shepard 


Hassayampa Country Club, Prescott 


January, 1953 

















FOR SAFETY AND ACCURACY IN UROGRAPHY 













Clinical experience in 


thousands of cases has 





demonstrated the notable 

safety of urinary tract 
visualization with NEo-Iopax® 
(Sodium Iodomethamate U.S.P.). 


NEO=-ILOPAX 


DO fe £07 Er OIC BY 


Gy: 
The urograms obtained have — 
always been noteworthy 
for their clear delineation 
of the kidneys, ureters, 
and bladder. 
—», MCC AORPORATION 


BLOOMFIELD, NEW JERSEY 
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ASSURANCE 
comes with CONFIDENCE 


in the quality of your Surgical Instruments! 


supplies the fine quality instru- the scissors, the sure, firm grasp 
ments that mean so much to of the haemostats and the pre- 
every surgeon. In every opera- cise balance of each instrument 


tion the sharp cutting edge of assures utmost satisfaction. 





Remember that P & H is your best source for the world’s 
finest imported and domestic instruments. We have one 
of the largest and most complete stocks from all the 
leading instruments makers of Sweden, Germany and 
the United States. 











"PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


ee eee eee 1400 HARMON PLACE B08, 8B meme. 
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DNE ACETATE, Merck) y . 
' fee 
4 
G4 a 
The many —_}+_ ee 
wndications for . 
- 9 $id 
CorTONE highlight "od is 
uts therapeutic os. 1 | : 
umportance in "te if 


everyday practice 3 4 Y 3 : * 


Primary Site of Pathology and Indications 


1, EYE—Inflammatory eye disease. 2. NOSE—Intractable hay fever. 3. LARYNX—Laryngeal 
edema (allergic). 4. BRONCHI—Intractable bronchial asthma. 5. LUNG— Sarcoidosis. 
6. HEART—Acute rheumatic fever with carditis. 7. BONES AND JOINTS—Rheumatoid 
arthritis; Rheumatoid spondylitis; Acute gouty arthritis; Still’s Disease; Psoriatic arthritis. 
8. SKIN AND CONNECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic dermatitis; 
Disseminated lupus erythematosus; Scleroderma (early); Dermatomyositis; Poison Ivy. 
9. ADRENAL GLAND—Congenital adrenal hyperplasia; Addison’s Disease; Adrenalectomy 
for hypertension, Cushing’s Syndrome, and neoplastic diseases. 10. BLOOD, BONE MAR- 
ROW, AND SPLEEN—Allergic purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.t 11. LYMPH NODES—Lymphosarcomat; Hodgkin’s Diseaset. 
12. ARTERIES AND CONNECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic Syndrome, without uremia (to induce withdrawal diuresis). 14. VARIOUS TISSUES 
—Sarcoidosis ; Angioneurotic edema ; Drug sensitization; Serum sickness; Waterhouse-Frider- 
ichsen Syndrome. 

{Transient beneficial effects. 





MERCK & CoO., Inc. 
Manufacturing Chemists 


RAHWAY. NEW JERBEY 


CortTone is the registered 
trade-mark of Merck & Co., 
Inc. for its brand of cortisone. 
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still winning 
new friends 
right through te, monspause 


ee 





SX 


OUR prudent and assuring explanations will help— 
clearing away the jungle of her doubts and fears. Then 
SULESTREX will help—in controlling the physical symp- 
toms of the climacteric. 

Years of search have given you SULESTREX—an 
odorless, absolutely pure, crystalline estrogen, chemi- 
cally standardized for unvarying hormonal activity. 
Unexcelled—therapeutically and esthetically—these 

tiny uncoated tablets will never insult the breath or 
perspiration, never annoy with “‘after-taste.”’ 


A new report by Reich and associates! confirms 
and extends his conclusions from his pilot study?.. . 


“Piperazine estrone sulfate (SULESTREX) is 

YU =4 s x ex a clinically effective oral estrogenic substance, 

easy to administer and extremely well tolerated. 

Its action is accompanied with an amazingly 
low incidence of side reactions.” 

175 patients were included in this latest 

(PIPERAZINE ESTRONE SULFATE, ABBOTT) Study, 50 of whom received therapy to relieve 
postpartum breast engorgement. 

Make your own test—on your next 

menopausal patient. One trial will give 

impressive argument for this newest advance 


on oral estrogen therapy that imparts 


no odor or after-odor, no taste or after-taste 


piperazine tablets 


¥. Reich, W. J., et al. (1952), A Recent Advance in Estrogen Therapy. i. in Oral estrogen therapy. SULESTREX is avail- 
Amer. J. Obst. & Gynec, 64:174, July. 2. Reich, W. J., et al. (1951), A able in 0.75. 1.5-, and 

Recent Advance in Estrogen Therapy. |. Amer. J. Obst. & Gynec., 62:427, pects Pet Obbott 

August. 181 3-mg. grooved tablets. 
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Free 
Trial 
Offer 











Doctor ... we are so enthusiastic about the performance 
of the Burdick EK-2 Direct-Recording Electrocardio- 


graph that we would like to have you try one. 


Just mail the coupon below, or phone us, and we will 
arrange to place an EK-2 Electrocardiograph in your 


office for 15 day free trial. No obligation whatever. 


STANDARD SURGICAL SUPPLY 


710 NORTH FIRST STREET PHOENIX: ARIZONA 


BRANCH: 809 E. BROADWAY — TUCSON, ARIZONA 


mmm 


Please arrange for a 15 day free trial of your Electrocardio- 
graph at our mutual convenience. I understand this involves 


no obligation whatsoever. 
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The menopausal patient 


se of well-being 


Wr el 


imparted by “Premarin. 
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AYERST, McKENNA & HARRISON Limited + New York, N. Y. + Montreal, Canada 
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We Solicit Your Business 
| We base this solicitation on our long years 
re of experience in handling the investment ac- 
MEDICAL RENTS counts of several thousand men and women 
in Phoenix and the State of Arizona. 
©@ HOSPITAL Our personnel is well qualified to render 
BEDS ~ you intelligent service. 
Our facilities are complete and enable us 
FRACTURE to offer you excellent service in all depart- 
BEDS ments of investing — government and tax free 
municipal bonds; corporation stocks and 
bonds; local securities; listed or “over-the- 
counter” issues; new underwritings; invest- 
© WHEEL ment trusts. 
You will also find our ground floor location 
CHAIRS in the heart of Phoenix a great convenience 
HOSPITAL with free parking at Phoenix Title & Trust 
& PORTABLE parking lot, Second Avenue at Monroe. 
We believe you will like doing business 
with us. 
e INVALID = 
WALKERS Phone AL 8-6646 
ADULT & CHILD SIZE ’ REFSNES, ELY, BECK & CO. 
OXYGEN THERAPY SERVICE Members New York Stock Exchange 
~~ ALpine 8-7511 112 West Adams Street — Phoenix, Arizona 
oenix, Arizona 
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THE COCA-COLA COMPANY 
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Upjohn 








less-antigenic 
penicillin: 





Cer-O-Cillin 


Trademark Reg. U. S. Pat. Off. POTASSIUM 
Available as: 
Sterile vials containing 200,000 
units Crystalline Penicillin O 


Potassium 

Bottles of 12 buffered tablets, each 
containing 100,000 units Crystal- 
line Penicillin O Potassium 





The Upjohn C y. Kal Michigan 


gies 
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Apresoline~ 


Hydrochloride 
(brand of hydralazine bydrochloride) 


for Control of Hypertension 


om better individualization of dosage with 
Apresoline, a new, 10-mg. tablet has been 
added to the 25-mg. and 50-mg. potencies. 
Apresoline is a relatively safe, single anti- 
hypertensive drug with minimal side effects, pro- 
viding benefits in many cases—complete control 
in some. It is recommended that Apresoline be 
used in severe hypertension and in those mild 
hypertensive patients who have not been ade- 
quately controlled by conventional regimens 
(diet, mild sedation, rest, etc.). The following 
considerations are important: 
Effective in essential hypertension with 
relatively fixed levels, early malignant hyper- 


tension, toxemias of pregnancy, and acute 
glomerulonephritis. 

Induces gradual and sustained reduction’ of 
blood pressure with no dangerous, abrupt fall 
on oral administration. 

Affords uniform rate of absorption and 
marked antihypertensive effectiveness. 

Increases renal plasma flow in marked con- 
trast to the decrease associated with certain 
other hypotensive drugs. 

Produces significant relaxation of cerebral 
vascular tone without decrease in cerebral blood 
flow. 

Side effects are minimal and often disap- 
pear as therapy is continued. 


Complete information regarding manner of use and clinical application available on request. 


Ciba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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the new 





WELL-TOLERATED 


wide-range antibiotic 






‘Tlotycin’ is a powerful antibacterial of proved effectiveness* in the 





treatment of infections due to: 









INFECTIONS 


Bacteremia, meningitis, pneumonia, 
osteomyelitis 


ORGANISMS 


Staphylococci 





















- Hemolytic Cellulitis, erysipelas, peritonsillar abscess, 
streptococci pharyngitis, pneumonia, scarlet fever. 
septic sore throat, tonsillitis, wound infections 











3. Pneumococci Empyema, lobar pneumonia 













4, Corynebacterium 


; ; Diphtheria carriers 
diphtheriae 

















Nonhemolytic Some cases of endocarditis, genito-urinary 


streptococci tract infections 
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DOSAGE: Adults—Total daily doses of 400 to 2,000 mg. ILOTYCIN 


are recommended, depending on the type and severity of the 
infection. Lobar pneumonia, bronchopneumonia, and some 
of the milder types of respiratory infections caused by or- 
ganisms susceptible to ‘Ilotycin’ have consistently respond- 
ed to doses of 100 mg. every four to six hours. For other 
infections, larger doses of 300 to 500 mg. every six to eight 
hours should be employed. 

Children—6 to 8 mg. per Kg. of body weight every six hours. 
Therapy should be continued for at least forty-eight hours 
after the temperature has returned to normal and acute 
symptoms have subsided. 

Available in 100-mg. specially coated tablets in bottles of 36. 
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CANCER DETECTION 
A Realistic Appraisal of Its Value 
Ian Macdonald, M. D.* 
Los Angeles, California 


Efforts directed toward the detection of cancer 
in an asymptomatic or silent stage constitutes 
a phase of cancer control which has come into 
prominence only during the past decade. Fol- 
lowing the reports of such early workers in this 
field as Macfarlane there were many areas in 
the country in which great enthusiasm was gen- 
erated shortly after World War II for the estab- 
lishment of so-called Cancer Detection Centers. 
From some of these detection centers have come 
exaggerated and unrealistic reports of their suc- 
cess in “cancer detection,” simply because their 
activities have not been limited to the examina- 
tion of apparently well individuals. In many 
localities the previous enthusiasm for Cancer 
Detection Centers has sharply diminished or 
even completely disappeared, for reasons which 
will be made apparent later. It is our intention 
here to examine critically the concept of cancer 
detection procedures, both from a scientific and 
philosophical viewpoint, and to attempt an 
appraisal of the real value of the procedure. 
An effort will be made to estimate the poten- 
tial reduction in mortality and morbidity from 
cancer if systematic and meticulous cancer detec- 
tion surveys were possible in any significant 
fraction of the population. 

During the early part of this century tubercu- 
losis was the second ranking cause of death in 
the United States, and a major influence in the 
reduction of tuberculosis to its present minor 
importance as a cause of death has been that of 
intensive programs of case finding or tubercu- 


*From the Department of Surgery, School of Medicine, Uni- 
versity of Southern California. 

Read before Arizona Medical Association Annual Convention, 
Phoenix, Arizona, April 30, 1952. 


losis detection. Now cancer is the second most 
frequent cause of death and, although the mor- 
tality rates are beginning to show a downward 
trend in some forms of cancer for the first time 
in this century, the rates of incidence and preva- 
lence of most forms of the disease are still 
on the increase. The problems of case finding 
in cancer are much more complex than in tuber- 
culosis. In the latter disease the single objective 
was to focus attention on one area of the body 
and to employ a technic, the chest X-ray, 
which proved itself readily adaptable to mass 
screening procedures. Further, tuberculosis is 
a contagious disease usually of considerable 
chronicity, and the detection of infected indi- 
viduals and their removal from healthy contacts 
further lower the incidence of the disease. Can- 
cer is a large group of diseases of highly 
disparate natural history occurring in almost 
every possible anatomical site. Some cancers 
occur in readily detectable or accessible sites, 
while others develop silently silently in some 
visceral sites in such a fashion that their detec- 
tion is impossible at any early stage even with 
the most. elaborate radiographic and laboratory 
studies. 


A fundamental weakness apparent in the work 
of all the cancer detection centers is that the 
majority of their clients, up to 95%, never return 
for a second survey. In only a very few of these 
centers do any significant fraction of the exam- 
inees adopt a regular practice of periodic exami- 
nation. The average client of a cancer detection 
center is thus seen at a single fleeting instant 
of his life span, at which time, with the average 
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sort of detection examination, there will be some- 
thing less than an even chance of an examiner 
detecting a silent cancer even if the examinee 
is harboring a malignant neoplasm. The psycho- 
logical implications are two-fold: many _ indi- 
viduals develop a false sense of security as a 
result of being exposed to a single survey and 
second, the average citizen is resistant to the 
idea of anything so simple as periodic health 
examinations. The main barriers to securing 
cooperation are not economic, but the time and 
trouble involved and the frequency with which 
the individual chronically neglects health sur- 
veys on the basis of “this can’t happen to me.” 
The validity of these assumptions is endorsed 
by the small percentage of physicians who them- 
selves have periodic physical surveys, and the 
fact that in several studies the period of delay 
from the onset of symptoms to treatment of can- 
cer in physicians has been significantly longer 
than in non-professional patients. 


Widely divergent views are now held by many 
who have studied the problem not only as to 
the value of cancer detection centers but also 
of the value of case finding by cancer detection 
surveys as done by individual physicians. Much 
of the confusion is due to a failure to recog- 
nize a strict definition of the term cancer detec- 
tion. To quite from the report of the Confer- 
ence Committee on this subject for Connecti- 
cut: “It is of the utmost importance that agree- 
ment be obtained on some definition of the term 
and that this definition be adhered to, other- 
wise discussion is futile, evaluation inaccurate, 
decision difficult and the use of the scientific 
experimental method impossible.” The original 
concept of cancer detection is the discovery of 
precancerous lesions and early cancer in patients 
who have no signs of symptoms. Some of these 
cancers, when detected during their silent stage 
offer a much better prospect for real cures than 
after symptoms or signs appear. Cancer detec- 
tion programs are not intended for the diagnosis 
of cancer in people who are already sick and 
have signs and symptoms. However, some peo- 
ple may consider themselves well and yet have 
signs or symptoms of cancer which are appar- 
ent to a physician. For this reason the point 
of view of the patient, rather than that of the 
physician, should be adopted as a criterion. 


Some enthusiasts have proposed the develop- 
ment of a so-called ideal examination for cancer 
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detection with mass application of radiographic 
and laboratory screening procedures. It is obvi- 
ous that neither the personnel nor the facilities 
will ever be available to provide any such com- 
plex examinations for any significant fraction 
of the population. Further, as the examination 
becomes more elaborate the yield in cancers 
found correspondingly diminishes. Remember- 
ing that only a certain fraction of cancers are 
detectable with any means which we now have, 
extension of the cancer detection procedure 
beyond certain basic requirements leads to an 
area of rapidly diminishing returns. In fact, 
cancer detection examinations can never be 
more than a valuable adjunct in a cancer con- 
trol program. The main reliance must remain 
on early recognition of symptoms by the patient 
and prompt diagnosis by the physician. Prog- 
ress in these phases of cancer control are de- 
pendent entirely upon our continued efforts in 
education, both for ourselves, and for the more 
than one million citizens who will develop cancer 
in this country during the next ten years. 
There are few reliable statistics to indicate the 
number of cancers or precancerous lesions which 
are found with a standard examination in appar- 
ently well people. A yield of less than 0.2% 
appears to be a fair estimate for a minimum 
standard examination in people over forty years 
of age. If the examination is limited strictly to 
people without signs or symptoms it is prob- 
able that the yield is closer to 0.1%. It should 
be remembered, however, that these figures, as 
has been suggested above, represent mainly indi- 
viduals who have been exposed to one or two, 
and rarely more than three examinations, and 
that the fraction in whom repeated annual or 
semi-annual examinations is done over a period 
of ten or more years should eventually develop 
a yield of about 5%. This estimate is based on 
the fact that one out of eight individuals over 
40 years of age is destined to develop cancer, 
and that out of this 12% almost one-half or 
about 5% will develop early objective evidence 
of cancer in accessible sites at a time when the 
lesion is still silent. Support for these estimates 
comes from the report of Cliffton and Rush con- 
cerning the work of the Detection Clinic in 
New Haven (Yale University School of Medi- 
cine). Of 1,000 examinees originally seen, one- 
year follow-up was obtained in 977, and two- 
year data on only 389. From the original 1,000 
subjects a true detection yield of 0.7% cancers 
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was obtained. For the 977 followed for one 
year, an identical additional yield of 0.7% cancer 
detection occurred in the next 12 months, but for 
the 389 individuals seen during a second year 
the yield increased impressively to 2.3%. It seems 
proper to conclude then that the rather in- 
discriminate sampling of the population found 
in most cancer detection centers is of little value, 
but that a minimum cancer detection examina- 
tion of apparently well people by a large num- 
ber of physicians on a large selected segment 
of the population over a long period of years 
would be of very real value. 

Another objection to cancer detection centers 
is that they are alien to the philosophy of med- 
ical practice in which most of use believe. 
Whether we practice as individuals or in a group, 
even under present conditions which might best 
be described as free enterprise with limitations, 
there seems to be no reason why our patients 
should have recourse for periodic examinations 
for any purpose to an anonymous group with 
presumably limited interests. The strength of 
the staff of a cancer detection center must be 
measured in terms of its most incompetent mem- 
ber. The detection center plan is discriminatory 
on a geographic basis for its benefits are largely 
confined to urban areas. A final weakness in a 
detection center idea is that a cancer detection 
survey is equally valuable in the discovery of a 
variety of other diseases and incipient patho- 
logic processes unrelated to cancer. If the de- 
tection center idea is carried to its illogical 
extreme, there would be detection centers for 
diabetes, glaucoma, and myriad other diseases, 
in many of which, incidentally, detection tech- 
niques would be more effective than they are 
in neoplastic diesases. The sole value of cancer 
detection centers is in the further testing and 
development of screening techniques for the 
discovery of silent cancer. Such work will be 
done best in a few highly developed centers 
where the follow-up is maintained at the high- 
est possible level. 

Our conviction is, then, that cancer detection 
surveys belong in the physician’s office. We be- 
lieve also that the stimulus provided by educa- 
tion of the public toward periodic health sur- 
veys should be regarded as a useful lever to 
encourage the detection of disease in general, 
while placing emphasis on the value of the can 
ver detection phase of the program. If we are 
to accept and emphasize to the public the value 
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of this program in terms of cancer detection, it 
is then up to us to establish the availability 
of a sufficient number of physicians interested 
in, and qualified to do, a cancer detection exami- 
nation, and to see that their services are made 


available to the public. The slogan “every 
physician’s office a cancer detection center” is 
unrealistic and impractical since all physicians 
obviously do not have equal interest, time or 
qualifications. Otolaryngologists and_psychia- 
thists, for example, and with no intent to be dis- 
criminatory, are certainly not interested in, even 
if qualified to do, cancer detection examinations. 
Many of us, however, who are interested or spe- 
cializing in a given field would do well to make 
some effort to put the human body back into a 
psychobiologic unit, as a broad basis on which 
to build further our specialized interests. One 
must grant that the expanding horizons in the 
ares and sciences of medicine, and the more 
complicated technics now available, have largely 
developed around specialization. One also recog- 
nizes that it would be futile as well as unde- 
sirable to reverse this trend. In practical terms, 
however, a_ specialist in gynecology and 
obstetrics may frequently find items of consid- 
erable importance, and even of relevance to 
pelvic pathology, when his attention wanders 
above the level of the umbelicus. So it should 
be entirely proper and even desirable for such 
a specialist, as well as others whose interests 
may lie predominantly in other anatomical 
areas, to interest themselves in cancer detection 
examinations. 

In general, of course, the main burden of peri- 
odic health surveys will fall on the shoulders of 
those in general practice, on internists and gen- 
eral surgeons. The county medical society has 
an important function to perform in this respect, 
usually through its cancer committee. A poll of 
the members of the county medical association 
should be obtained to set up a roster of physi- 
cians who are interested in cancer detection and 
periodic health surveys. One of the major obsta- 
cles at present is that the public has no means 
of knowing which physicians are interested. In 
as much as the American Cancer Society through 
its educational work is constantly receiving in- 
quiries on this subject, it seems reasonable that 
the Society and its information centers should 
be provided with a list of these interested physi- 
cians in each geographic area. The function of 
the American Cancer Society, or any other volun- 








tary organization, should be not the maintenance, 
but the demonstration of the need, the educa- 
tion of the public to its value, and in its func- 
tion in bringing the prospective examinee and 
the doctor together. Economic considerations 
should be worked out by the county medical 
society with the panel of physicians so that no 
individual will be denied the benefits of the 
standard cancer detection examination. 

The county medical society and its cancer 
committee must go considerably further than 
the mere listing of a panel of physicians who 
have expressed their willingness to do cancer 
detection examinations. The problem of what 
constitutes a satisfactory standard or minimum 
detection examination is something that should 
engage our attention, and in each instance local 
decision should be made as to the desirable fea- 
tures of such an examination. Each of the psysi- 
cians on the panel who are going to become 
cancer detectors should be furnished with in- 
formation concerning the minimum standards 
which have been adopted, and each physician 
should accept such standards as a minimum with 
such aditions and elaborations as his own inter- 
ests may dictate. An admirable study of this 
subject has been published by the Cancer 
Coordinating Committee of the Connecticut 
State Medical Society, and in Table I is seen 
the ten points recommended for an adequate 
cancer detection examinaiton. It is emphasized 
that these requirements are the absolute mini- 
mum which can be expected to produce a satis- 
factory yield of cancer of accessible sites, and 
represent actually less in the way of examination 
than that which is carried out by a physician 
who performs careful routine or annual physical 
examinations. It is not anticipated that these 
examiners will do less than they have been 
doing, but rather that those whose ex- 
aminations do not include these points will see 
that they are added. Physicians to whom the 
problem of preventive medicine in the early 
detection of all types of chronic disease repre- 
sents a challenge, will naturally broaden the 
examination in accordance with their time, facili- 
ties and particular interest. 

This sort of minimum examination was that 
used in a survey in 1948 and 1949 by the Ameri- 
can Cancer Society. This experience involved 
51,728 examinations in which 406 proved cases 
of cancer were detected, or a yield of 0.7%. It 
should be remembered this figure of 0.7% dis- 
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covery included figures from some detection cen- 
ters where examinations were not restricted to 
well individuals. Analysis shows that 87% of 
the cancers detected would have been discov- 
ered by examination of the anatomical sites indi- 
cated in Table I. An additional percentage, 
some 5 to 6% would have been uncovered by 
the use of atest for blood in the stool. Since 
a simple office method for performing the most 
reliable test of this type, the Guaiac Test, is 
available it seems logical to add this as the sole 
laboratory procedure which would be the great- 
est help with the least additional effort, expense 
and equipment. 


TABLE I 


Points Covered In A 
Cancer Detection Examination 
from 
Connecticut Conference Committee 
on Cancer Detection 


1. Skin 

2. Lips and buccal cavity 

3. Thyroid gland 

4. Female breast 

5. Abdomen 

6. Female pelvis 

7. Male genitalia 

8. Rectum and prostate 

9. Lymph nodes which are accessible 
10. Stool examination for blood 


From the standpoint of cancer detection alone, 
as one is dealing with a person who is pre- 
sumably well, the formal taking of the history, a 
time consuming procedure, is not productive 
enough to warrant its inclusion. Routine blood 
counts seem to offer no value in cancer detec- 
tion examinations, for only one examinee in 
many thousands will have an unsuspected 
leukemia, for which we have only palliative 
measures at best. The presence of anemia of 
moderate degree is entirely nonspecific and in 
fact the recording of hemaglobin limits within 
normal in the presence of advanced cancer is 
commonplace. 


Routine urinalysis is also of so little value as 
to be an unproductive phase of a cancer detec- 
tion examination. Only catheterized specimens 
are of value in which the microscopic findings of 
red blood cells would only indicate about 2% 
of unsuspected cancers in the urinary tract, and 
again these inaccessible cancers are rarely cur- 
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able. Papanicolaou smears also are unsatis- 
factory when done on urinary sediments. 

Although the findings of Overholt indicate 
that carcinoma of the lung is more frequently 
surgically resectable when discovered in a silent 
phase by roentgenographic examination of the 
chest, it is of no value on a mass basis unless 
repeated every six months. Mass X-ray surveys 
of the chest have indicated that the yield of 
primary cancer of the lung will be only 10 in 
every hundred thousand persons examined. This 
is an incredibly small number when the expense 
involved is considered. 

The use of exfoliative cytology in the study of 
vaginal secretions for the detection of early 
cancer has not gained wide popularity as an 
office procedure. The reasons for this are two- 
fold: one is that the availiability of trained per- 
sonnel capable of staining, preparing and in- 
terpreting these smears is entirely inadequate for 
their widespread use. It seems unlikely that any 
possibility of extending this service as a mass 
screening device will be possible for many 
years to come. A second barrier is the rela- 
tively high percentage of false positive and nega- 
tive reports obtained, particularly when the 
smears are interpreted by any but the most 
competent cytologists, for whom it is a time 
consuming procedure. When used as a screen- 
ing mechanism on 1,319 asymptomatic volun- 
teers by Macfarlane and her associates only 
three cases of cancer of the cervix were dis- 
covered, an incidence of 0.2%. Exfoliative 
cytology is of great value in the patient with 
symptoms, and is helping the pathologist to 
study further the problem of preinvasive carci- 
noma of the cervix, and it may be employed as 
well with some profit by the physician who is 
particularly interested in the method. It cannot 
be recommended as part of the irreducible mini- 
mum of examination for cancer detection. 

Proctoscopic examination, although not listed 
as part of the standard examination here, is 
strongly recommended since almost 70% of all 
cancers of the colon, rectum and anus are within 
reach of combined examination by digital, 


anoscopic and protoscopic procedures. The high 
incidence of polyps, both benign and malignant, 
in apparently well persons is such that it seems 
to us that every doctor who becomes interested 
in cancer detection procedures should acquire 
experience in proctoscopic examination through 
its constant use. 





ARIZONA MEDICINE 5 


Over 90% of all new cases of cancer ocure in 
the 35% of our population which is over 40 
years of age, and thus the greatest yield will 
be derived from encouraging persons in this age 
group to seek regular periodic examinations. 
One should not discourage younger individuals 
from having such examinations, particularly 
those with certain forms of cancer in their family 


background. 
Having considered the methodology of cancer 
detection examinations it would now seem 


proper to consider current trends of cancer in 
the population, and to attempt to measure the 
potential value of cancer detection procedures 
against these trends. For this purpose we need 
to consider not only deaths from cancer, but 
the occurrence of cancer in the population, or 
what may be termed cancer illness. For this 
purpose a recent survey of cancer illness among 
the reisdents of Denver, Colorado, by the U. S. 
Public Health Service will be representative of 
the problem in a given geographic area. In 
Figue I is shown the percentage change in can- 
cer incidence, cancer prevalence and cancer 
mortality from 1939 to 1947, by sex. Cancer 
incidence is defined as the number of new cases 
occuring annually, while cancer prevalence in- 
dicates the incidence, plus those cases under 
treatment during the study year but diagnosed 
in a prior year. It will be seen that in the Denver 
area there was a sharp increase in the incidence 
of cancer from 1939 to 1947 for both sexes, but 
a consideraly greater increase for males. The 
prevalence figures followed the same pattern. 
Cancer mortality for both sexes combined de- 
creased 3% in this 8 year period, but the de- 
crease was registered by the females while the 
malse had a 19% increase in cancer mortality. 
The same pattern is evident in the U. S. gen- 
erally during recent years, and in part the de- 
crease in cancer mortality among women is due 
to the fact that they develop a larger percentage 
of cancer in accessible sites. Figue II shows the 
number of new cases of cancer in this area for 
1947 according to anatomical sites, the major 
sites of origin being in the digestive system, skin, 
genital organs, breast and respiratory system. 
From the standpoint of cancer detection surveys, 
the sites of importance are the skin, genital 
organs, breasts and buccal cavity and pharynx. 
The main factor in the curability of cancer is 
whether or not the process is localized at the 
time of treatment and Figure 3 indicates, by 
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Figure 1.—Percent change 1939-1947, Incidence, Prevalence and 
Morbidity of Cancer, Denver area. 
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Figure 2.—Incidence of Cancer by Primary Site and Sex, 1947, 
Denver area. 


site and sex, the cancers which were localized at 
the time of diagnosis. From a practical stand- 
point the high percentage of localized cancers in 
the skin and buccal cavity are important con- 
siderations and, to a lesser extent ,the 50-60% 
of cancer primary in the genital organs with 
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Figure 3.—Percent of Cancer Localized at Time of Diagnosis, 
by Sex, 1947, Denver area. 


localization at time of diagnosis is encouraging. 
Our failure to achieve any better control of car- 
cinoma of the breast is illustrated by the fact 
that in this survey only 32% of breast cancers 
were localized at the time of diagnosis. As a 
corollary to this, Figure 4 shows the percent of 
patients surviving 12 months after the diagnosis 
has been made in cancer originating in various 
organs. In general this one-year survival pat- 
tern goes hand in hand with the tendency of 
individual cancers to metastasize early or late 
as the case may be. However, the natural his- 
tory of cancer of the breast is illustrated in the 
high percentage of women surviving at least 
one year after diagnosis, for even though the 
eventual absolute cure rate for cancer of the 
breast is not more than 20%, 40% of untreated 
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Figure 4.—Percent Survival for 12 Months, by Primary Site, 
1947, Denver area. 


In Table II are indicated the percentage of 
cancer deaths in Arizona from primary sites 
which may be classifiied as readily accessible. 
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A total of 21.9% of all cancer deaths for Arizona 
in 1945 were those primary in buccal cavity and 
pharynx, uterine cervix, breast and skin. Some 
additional accessible sites not obtainable in the 
available statistics for Arizona would raise this 
figure to approximately 30%. In Table III from 
the statistics available are shown the deaths from 
inaccessible sites for Arizona in the same year, 
amounting to 68.6%. 


TABLE II 


Percentage Arizona Cancer Deaths, 
Accessible Sites — 1945 


Buccal Cavity & Pharynx 1.8% 
Uterus 11.8 
Breast 6.1 
Skin (except vulva & scrotum ) 2.2 
Total Accessible Sites 21.9 
TABLE III 
Percentage Arizona Cancer Deaths, 
Inaccessible Sites — 1945 
Digestive Organs & Peritoneum 46.1% 
Respiratory System 8.9 
Genital Organs other than Uterus 7.9 
Urinary Organs 4.5 
Brain and Central Nervous System 1.2 
Total Inaccessible Sites 68.6 


As indicated previously, the staistical picture 
of cancer mortality is far from being a true 
representation of cancer as it is seen by the 
clinician, and it is more pertinent for our pur- 
poses to consider admissions to an institution for 
diagnosis and treatment of cancer. In Table IV 
are shown the number of admisisons for cancer 
considered to be in readily accessible sites for 
the Los Angeles County Hospital from 1942 to 
1946 inclusive. In the male the sites of im- 
portance from the standpoint of hopeful prog- 
nosis are those of the skin, larynx, lip and oral 
cavity, and in the female the uterine cervix, 
skin and to a lesser extent the breast. The in- 
accessible sites for the same years are indicated 
in Table V and the greater number of cancers 
in these sites in the male, with only a small in- 
crease for inaccessible sites in the female, sheds 
further light on the failure of cancer mortality 
rates to yield in the male. These figures for 
the Los Angeles County Hospital are shown in 
graphic form in Figure 5 for both sexes, with 
42% of all diagnosed cancers being in accessible 


sites. 
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TABLE IV 


Average Yearly Admissions Accessible Sites of 
Cancer, Los Angeles County Hospital 1942-1946, 


inclusive 
Male Female 

Uterine Cervix 116 
Breast 113 
Skin (inc. nose & ear) 75 30 
Prostrate 105 
Larynx 18 1 
Lower Lip 15 1 
Tongue 7 2 
Total Accessible 220 263 

TABLE V 


Average Yearly Admissions Inaccessible Sites of 
Cancer, Los Angeles County Hospital, 1942-1946, 


inclusive 

Male Female 
G. I. Tract 192 115 
G. U. System 49 78 
Lung 8l 16 
Pancreas, Gall Bladder Liver 38 29 
Lymphoblastoma 44 29 
Central Nervous System 17 15 
Total Inaccessible Sites 421 282 


DISTRIBUTION OF DETECTABLE CANCER 
ACCORDING TO ACCESSIBLE AND INACCESSIBLE SITES 


Based on Average Yearly Admissions 
los Angeles County General Hospital 
19,2-19),6 


58% 


& 





Inaccessible 
Figure 5. 


Accessible 


Realizing that almost 70% of all cancers of 
the colon are within reach of the finger, anoscope 
or proctoscope, and assuming that this group of 
patients could have had the benefit not only 
of minimum physical examination, but also the 
use of the anoscope and proctoscope, Figure 5A 
indicates that 59% of the diagnosed cancers 
would have become detectable by inclusion of 
such procedures. Further, the great majority 
of all carcinomas of the gastro-intestinal tube, 
at least from the termination of the esophagus 
to the anus, produce some degree of bleeding 
into the intestinal tract and Figue 5B indicates 
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that with the addition of a chemical test for 
blood a total of 64% of patients will come into 
what one may term an artificially accessible 
group of cancers, leaving only 36% which are 
truly inaccessible in a diagnostic fashion. 
DISTRIBUTION OF DETECTABLE CANCER 


ADJUSTED TO INCLUDE G, I. CASES MADE "ACCZSSIBLE" 
BY PROCTOSCOPIC AND ANAL EXAMINATION 











59% 
hig 
— 
Accessible Inaccessible 


Figure 5A. 


DISTRIBUTION OF DETECTABLE CANCER 
ADJUSTED TO INCLUDE G. I. CASES MADE “ACCESSIBLE 
BY PROCTOSCOPIC AND ANAL EXAMINATION 
PLUS CHEMICAL TEST FOR BLOOD 


64% 


——— 


36% 














Accessible Inaccessible 


Figure 5B. 

This gives us the opportunity to indulge in 
some theoretical calculation as to what sort of 
impact a cancer detection examination which 
includs proctoscopic examination and chemical 
testing of the stool for blood would produce in 
a segment of the population which submitted 
regularly to such detection procedures. In Table 
VI are shown the percentage of cancer mortal- 
ity due to lesions primary in six anatomical sites 
in the female. These combined sites account for 
42.4% of all cancer deaths. Assuming the sort 
of cancer detection examination just described, 
and assuming effective treatment at an early 
stage because of discovery of these lesions while 
still in a silent phase, and accepting average 
reported 5-year cure rates in such early lesions, 
the mortality should be reduced to the extent 
shown in the right hand column. This theoret- 
ical reduction in death rates from cancer for 
the female would be that from 42.4 to 22.97%, 
or a reduction in cancer mortality arising in 
accessible sites of almost 50%. 
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TABLE VI 
Calculated possible reduction in mortality rates 
for cancers in females made “accessible” by stan- 
dard examination plus proctoscopic examination 
Accessible Sites Female Deaths 














Site Mortality Rx at Early Stage 
a __ > anaes 
Buccal Cavity 1.4 0.39 
Rectum, anus 4.3 2.58 
Larynx 0.2 0.04 
Uterine cervix 16.6 4.16 
Breast 18.9 15.20 
Skin 1.0 0.60 
Total 424 22.97 
TABLE VII 
Calculated possible reduction in mortality rates 
for males 
Accessible Sites Male Deaths 
‘Site “Mortality —«&#Rx at Early Stage 
a neni 
Buccal Cavity 5.0 2.10 
Rectum, anus 8.2 4.92 
Larynx 2.0 0.40 
Prostate 13.7 12.40 
Skin 7 1.00 
Total 30.6 


20.82 


TABLE VIII 
Variability of Incidence and Mortality 


Site Cases % Deaths % 
Lip 6.3 0.5 
Stomach 12.0 22.8 
Uterus 19.4 18.5 
Breast 27.9 19.9 
Skin 20.6 1.7 


A similar theoretical predicated reduction in 
mortality for the male is not as encouraging. 
Only 30.6% of al leancer deaths in the male are 
accounted for by these accessible sites, and the 
application of cancer detection methods would 
produce a reduction in mortality to 20.82% or 
a reduction of one-third of cancer mortality from 
lesions beginning in accessible sites. 

There is one further consideration in the value 
of cancer detection examinations, which is based 
on the biological variability of certain forms of 
This is well illustrated in Table VIII 
showing the disparity in reported incidence and 
mortality in cancer of five separate anatomical 
sites. An outstanding example of a form of can- 
cer which is readily curable and is in general 


cancer. 
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late to metastasize is that of the lip, where the 
reported incidence is 6.3% but the mortality 
rate is only 0.5% of all cancer deaths. This is 
in line with the known fact that 80% or more 
vancer of the lip is curable by effective treat- 
ment. Even more illustrative of a curable form 
of cancer is that of the skin where the reported 
incidence rate in this series was 20.6%, while 
the mortality was only 1.7%, and that largely 
due to the biologically unfavorable minor frac- 
tion of cancer of the skin made up of melanomas. 
In contrast to this is the score from cancer of 
the stomach where the reported incidence was 
only 12% but the percentage of all cancer deaths 
from gastric cancer was almost twice as much 
or 22%. This is a reflection of a biologically 
unfavorable form of cancer where in many 
patients the diagnosis is not made until the 
terminal phase of the illness is reached or indeed 
the diagnosis may only be made at autopsy. The 
truth is that under the best possible ciréum- 
stances less than 3% of all cases of gastric 
cancer admitted to any institution survive for 
five years or more. The cancers of the uterus 
are almost equal in incidence and mortality and 
yet this form of cancer which we know now 
arises in a preinvasive lesion which persists as 
such for five or more years before becoming 
clinical, invasive cancer, and the possibility for 
almost complete control of uterine cervix cancer 
by periodic detection examination is unequalled 
in any other major form of cancer. In fact the 
natural history of the long dilatory period of pre- 
invasive or in situ carcinoma of the cervix is 
such that routine meticulous examination of the 
cervix at intervals of three years, with the use 
of multiple four quadrant biopsies and Papani- 
colauo smears, could result in almost uniform 
elimination of this form of cancer before it ever 
got a start as an invasive process. Mammary 
varcinoma lies midway between gastric and 
uterine cancer as to its biological potential, and 
the case incidence exceeds the mortality rate 
because of the long natural history of this dis- 
ease. However, there is an appreciable fraction 
of cancer of the breast which remains localized 
for periods of time up to three years, and in this 
fraction of women with breast cancer of about 
20 to 25%, the detection of a tumor in the breast 
followed by radical treatment will be curative 
and contribute substantially to further control 


of this form of cancer. 
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CONCLUSIONS 


1. Cancer detection, limited to asympto- 
matic individuals, can be of distinct value as 
an adjunct phase of a cancer control program. 

2. Its value is in the discovery of certain 
accessible cancers during their silent phase, thus 
bringing to definitive treatment a larger number 
of biologically favorable lesions while still lim- 
ited to their anatomical sites of origin. 

3. More cancers will be discovered by the 
widespread use of a minimum, or standard, type 
of examination, than by the restricted use of a 
more elaborate examination. 

4. Detection centers as currently operated 
contribute little directly to education, lay or 
professional, and render a minimum service be- 
cause of the small number of examinees and 
their failure to continue periodic examination. 
A limited number of well-organized detection 
centers are of value in the further study of 
screening mechanisms for more efficient detec- 
tion of silent cancers. 

5. Cancer detection surveys are best done 
by interested physicians as part of office practice. 

6. The county medical society should func- 
tion to bring the public and the interested physi- 
cians together, by maintaining rosters of quali- 
fied, interested physicians, made available to 
local units of the American Cancer Society and 
its information centers. 

7. By regular examination of a given seg- 
ment of the population over a period of ten 
years, the cumulative yield of cancers discovered 
should approach 5%, compared to about 0.2% in 
detection centers. 

About 42% of all cancers are accessible 
by a minimum of physical examination. 

9. With the addition of proctoscopic exami- 
nation and chemical testing of the stool for 
of cancers can become 


most 


we 


blood, more than 60% 
“accessible.” 

10. Uniform application of this more ade- 
quate survey could produce, by calculation, a 
decrease of 20% in cancer mortality in women, 
and a 10% reduction in men. 

11. Cancer detection should be a phase of 
general, periodic, health surveys. 
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SUPERIOR VENA CAVA OBSTRUCTION IN PRIMARY 
CANCER OF THE LUNG 
Bernard M. Lipschultz, M.D. 
Veterans Administration Hospital 
Phoenix, Arizona 


The increasing incidence of bronchogenic car- 
cinoma together with improved techniques of an- 
giography, phlebography, venous pressure and 
circulation time studies, has stimulated renewed 
interest in superior vena caval obstruction. Since 
William Hunter's original description in 1757 of 
this syndrome caused by syphilitic aneurysms 
of the thoracic aorta compressing and obstruct- 
ing the superior vena cava numerous reports 
have accumulated in medical literature concern- 
ing this subject. By 1904, Fischer(3), in Ger- 
many, had collected 252 cases from the literature, 
226 cases confirmed by autopsy. McIntyre and 
Sykes(2), in 1949, comprehensively reviewed the 
literature through 1946, which included two of 
their own personal cases, totaling 524 cases. Of 
their personal series accumulated through medi- 
cal literature between 1904 and 1946 (represent- 
ing 250 cases ), 74 were of primary thoracic tum- 
ors causing superior vena caval obstruction. This 
represents 29.6% of their total. However, of these 
74 primary thoracic tumors, 22 were primary ma- 
lignant tumors of the lungs and bronchi, thus 
representing 8.8% of all cases of superior vena 
caval obstruction. Since then there has been an 
increasing number of clinical and pathological 
reports on this syndrome. 

The following two case reports are on two 
patients with superior vena caval obstruction 
which we have followed in the past year. 
CASE NO. 1 

A 46 year old white male admitted 8-13-1951, 
with symptoms of two months’ duration of grad- 
ual appearance of dilated veins on the anterior 
chest wall. One month prior to admission he de- 
veloped right mid-chest pains and hemoptysis. 
On admission he appeared chronically ill with 
edema about face, distended neck veins and 
prominent distended veins of the chest and ab- 
domen, with blood flow directed downward. He 
had mild clubbing of the fingers and toes. X-ray 
of the chest (Figure 1) revealed a mass in the 
anterior-superior mediastinum, displacing the 


upper esophagus to the left. Venous pressure 
studies revealed a venous pressure of 380 mm. of 
water and decholin circulation time of 35 sec- 
onds. 


Bin 1. Case No. 1—Showing tumor mass in superior 

Angiogram (phlebogram ) (Figure 2) revealed 
a complete obstruction at the site of the tumor 
mass, with extensive network of collateral cir- 
culation about the shoulder girdles, and involv- 
ing parasternal veins and internal mammary 
veins collateralizing with the azygos vein. 

On 8-17-1951 bronchoscopy revealed a mass 
compressing the right side of the trachea just 
above its bifurcation. This was considered to 
be originating from the first portion of the right 
upper lobe bronchus. Biopsied specimen re- 
vealed this tissue to be a Grade IV adenocar- 
cinoma. 

The lesion was considered non-resectable and 
patient was thereupon given a course of nitro- 
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Figure No. 2, Case No. 1—Angiogram revealing complete ob- 
struct.on at the site of tumor mass with extensive net-work of 
collateral circulation about shoulder girdle and neck. 


gen mustard. This therapy resulted in some pal- 
liative relief of his chest pain and cough, but no 
improvement in his superior vena caval obstruc- 
tion. This was followed by an intensive course 
of deep x-ray therapy which also failed to relieve 
the obstruction. Patient is still alive, fairly com- 
fortable now 6 months since onset of his super- 
ior vena caval obstruction. 

CASE NO. 2 

A 53 year old white male admitted to hospital 
4-27-1951 with a 4 months’ history of cough, 
hemoptysis, and one month prior to admission in- 
creased exertional dyspnea with nocturnal wheez- 
ing. Admission examination revealed a dyspneic, 
chronically ill male, with a respiratory lag of 
right chest, dullness at right base, and coarse 
wheezing rales over the right chest. X-ray re- 
vealed atelectasis of right lower lobe and an 
infiltrative process in right mid-lung, with sug- 
gestion of right upper hilar and mediastinal 
lymph node enlargement. 

Bronchoscopy on 5-2-1951 revealed a constric- 
ting lesion of the right stem bronchus at the bi- 
furcation of the middle and lower lobes. Patho- 
logical report of the biopsy specimen was re- 
ported as chronic inflammatory tissue. The evi- 
dence favored a diagnosis of carcinoma, and an 
exploratory thoracotomy was performed on 6-11- 
1951 at the VA Hospital, Los Angeles, and an 
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inoperable carcinoma was found invading the 
pleura, ribs, with extension into the mediastinum, 
pericardium and superior vena cava. Biopsy of 
the pleura revealed on microscopic section an 
undifferentiated carcinoma. 

Patient was returned home after postoperative 
recovery, and shortly developed symptoms of in- 
creased pain, dyspnea, edema of face, chest and 
upper extremities. On readmission 8-9-1951 pa- 
tient had symptoms of a well advanced superior 
vena caval obstruction, with a plethoric puffy 
face, prominent eyeballs, distended neck veins 
and marked collateral circulation involving the 
anterior chest wall. Venous pressure in both 
arms was 350 mm. of water; the decholin circula- 
tion time was over 45 seconds, no definite end 
point. 

A course of nitrogen mustard, totaling 30 mgm. 
over a 4 days’ period was then given patient, 
and on the third day after treatment all signs 
of superior vena caval obstruction disappeared, 
with a now normal venous pressure of 115 mm. 
of water and a decholin circulation time of 15 
seconds. Angiogram (phlebogram) revealed 
diodrast throughout the entire course of the su- 
perior vena cava at this stage. Patient remained 
free of symptoms for approximately 4 weeks and 
thereupon the former signs and symptoms of 
superior vena caval obstruction reappeared. He 
deteriorated rapidly from then on, expiring No- 
vember 8, 1951, 3 months after symptoms of 
complete superior vena caval obstruction had 
appeared. 

Post mortem examination confirmed the clin- 
ical diagnosis and course. The right main stem 
bronchus involvement had spread to the right up- 
per lobe. The superior vena cava was completely 
obstructed by tumor mass and lymph nodes, but 
there was no malignant infiltration of the walls 
of the superior vena cava. Obstructive pneu- 
monitis was also present in the pathological spe- 
cimen. 

DISCUSSION: 

Jaffe(4), in analyzing 100 autopsied cases of 
carcinoma of the lung, discovered invasion and 
obliteration of the superior vena cava by the 
tumor in 7 (6%). The actual increase in inci- 
dence of bronchogenic carcinoma, as authentic- 
ally reported by Doll and Hill(5), British statis- 
ticians, (fifteen-fold increase from 612 cases to 
9,287 in England and Wales between 1922 and 
1947), was already presumptive evidence that 
pulmonary cancer would be reflected in a pro- 
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portionated increase of superior vena caval ob- 
struction. Although final statistics are not com- 
plete, Graham in this country(6), in reviewing 
the vital statistics in the annual death rate due 
to cancer of the lungs or pleura, already has 
shown an eight-fold increase in the 21 years be- 
tween 1914 and 1935 and anticipates a compar- 
able increase to Doll and Hill’s figures after 1935. 

Already, since McIntyre and Sykes’ classical 
review of the superior vena caval syndrome(2), 
we have collected, besides the two presented 
cases, 29 additional cases of superior vena caval 
obstruction. These include cases by Klassen( 12), 
McCord(8), Kahn(10) and McGregor(il). Of 
the 31 cases reviewed, including our own, 13 
were due to bronchogenic carcinoma. Although 
the series is relatively small, it represents an 
increase from 8.8% to 42%, compared to McIntyre 
and Sykes’ studies. Whereas, formerly, chronic 
mediastinitis and aortic aneurysms accounted for 
65% of all cases of superior vena cava obstruc- 
tion, (syphilis being the etiologic factor in 35% 
of entire group to date) the more adequate con- 
trol of syphilis and tuberculosis has already been 
reflected in a decreased incidence of superior 
vena caval obstruction due to these causes. Bron- 
chogenic carcinoma thus is considered as the 
most probable etiological agent today, due to the 
aforementioned increased incidence of this dis- 
ease in general. There are undoubtedly scat- 
tered hidden cases in the literature, but allow- 
ing for unreported cases, these figures are still 
considered significant. 

Symptomatology of this syndrome is often 
overshadowed by the predominant symptoms of 
pulmonary cancer, such as a new cough or chang- 
ing character of an old cough, chest pain, hemop- 
tysis and weight loss. Once symptoms of su- 
perior vena caval obstruction start, other patho- 
gnomonic signs appear, consisting of edema of 
face, neck or upper extremities with neck vein 
distention, venous hypertension in the arms and 
the development of subsequent varicosities of 
the anterior thorax. However, as demonstrated 
in Case No. 1, manifestations of superior vena 
caval obstruction appeared prior to the more 
common symptoms ordinarily experienced in pri- 
mary cancer of the lung. Pre-existing dyspnea 
is accentuated with onset of symptoms, as noted 
in Case No. 2. Headache, fullness in head and 
ears, mental lethargy, are common side com- 
plaints. Jacksonian epilepsy is uncommon, but 


may vccur when collateral circulation is slow in 








January, 1953 


appearing and venous return from the cerebrum 
is retarded. Chronic congestion of cerebral tis- 
sues results in increased intracranial pressure. 
Conjunctival edema may be quite severe. 

Early evidence of collateral circulation is mani- 
fested by telangiectasia along the anterior costo- 
chondral margins and may be the first sign of 
this syndrome. As collateral circulation becomes 
more extensive venous distention appears in the 
lateral and posterior chest wall and the upper 
and lower abdominal wall. The superior vena 
caval system possesses four tributaries which 
carry the main burden with shunting of blood 
towards the heart around an obstruction. All 
are interconnected and concerned in collateral 
pathways, irrespective of whether the obstruc- 
tion is above, below, or involves the vena azygos 
orifice. These include: 

1. The internal mammary route, anastomosing 
with the superior and inferior epigastric route. 

2. Vertebral route, draining partly into the 
internal mammary and azygos routes. 

3. Azygos route, which includes the hemiazy- 
gos vein. 

4. Lateral thoracic route, anastomosing with 
thoraco, epigastric and superficial circumflex 
iliac, their contained blood emptying into the 
femoral vein via the long saphenous vein. 

Angiography will demonstrate in most instances 


the site of obstruction and collateral venous 
pathways. Although in our angiographic stu- 


dies 70% diodrast was used, according to Dotter 
and Steinberg(14) dilute solutions of diodrast 
(35% to 50%) are effective as a contrast media, 
used in amounts varying from 25 to 30 cc. Where 
abdominal wall collateral flow is not marked, 
infra-red photography may assist in visualizing 
collateral pathways, but this is not essential. 
Venous pressure and circulation time studies may 
aid in following the progress from incomplete 
obstruction or its reversal as seen in Case No. 2, 
as in the classical phase of complete obstruction 
they are invariably elevated and prolonged re- 
spectively. 

Treatment of this type of neoplastic obstruc- 
tion is purely palliative. Small repeated vene- 
sections may relieve some of the discomforting 
headaches. These cases are all to be considered 
inoperable. Palliation may be temporarily ob- 
tained in a fair number of cases by the usual 
methods of treatment with nitrogen mustard or 
deep x-ray therapy. Nitrogen mustard is pref- 
erable, as the disease is already complicated by 


























Vol. 10, No. 1 


obstructive vena caval symptoms and if no re- 
sults are obtained with deep x-ray therapy, the 
invariable radiation illness adds to the extreme 
discomfort of these patients. The pathological 
changes, as demonstrated by Gaensler et al (13), 
following nitrogen mustard are practically iden- 
tical with those after ionizing radiation. Undif- 
ferentiated types of carcinoma respond more 
favorably than either squamous cell or adeno- 
carcinoma. 

SUMMARY: 

1. Two cases of right-sided bronchogenic car- 
cinoma complicated by superior vena cava ob- 
struction have been described. 

2. Superior vena caval obstruction may be 
the first symptom of bronchogenic carcinoma. 

3. Review of the literature has revealed a 
startling increase from 8.8% of cases of superior 
vena caval obstruction due to pulmonary cancer 
to a present figure of 42%. This corresponds 
with the 15-fold incidence of cancer of lung and 
pleura as shown in England and Wales and prob- 
ably the United States, as approximately 7% of 
pulmonary carcinomas will be complicated by 
this syndrome. 
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4. Symptomatology and diagnostic criteria for 
diagnosis have been reviewed. 

5. Carcinoma with superior vena cava obstruc- 
tion indicates inoperability, but palliation with 
minimal discomfort to patient may be best ob- 
tained with nitrogen mustard. 
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SURGICAL PATHOLOGY IN EVERYDAY MEDICAL PRACTICE 


Osborne A. Brines, M. D.* 
Detroit, Michigan 


Surgical pathology ordinarily means the ex- 
amination of tissue removed in the course of 
an operation and includes operating room con- 
sultation and the examination of frozen sections. 
The pathologist should also consult on the ward 
and in the clinic, particularly the tumor clinic. 
In addition to surgical diagnostic procedures 
which can be performed in the doctor’s office, 
at the bedside or in the patient’s home. A histo- 
logic or cytologic diagnosis is advisable when- 
ecer possible because it is quite incontravertible. 
The treatment of any disease is more satis- 
factory if the diagnosis can be definitely estab- 
lished. 

The most useful and popular of such pro- 
cedures is the formal biopsy. Biopsy means 
literally “to look at life” but its practical defi- 
nition is the excision of a small but representa- 
tive portion of a lesion for diagnostic purposes. 
The use of such terms as “excision” or “thera- 
peutic” biopsy is to be discouraged. 


®Professor of Pathology, Wayne University College of Medicine. 
Read before the Annual Meeting of The Arizona Medical 
Association, Phoenix, Arizona, April 30, 1952. 





Skin lesions, suspiciously inflammatory or neo- 
platsic, lend themselves ideally to biopsy. It is 
preferable to include a small portion of surround- 
ing normal skin in the excised specimen. Surg- 
ical diathermia is to be condemned for such 
procedures. Crushing of the tissue is to be 
avoided and immediate immersion in fixative is 
imperative. The pathologist should be given 
complete clinical information; this will not preju- 
dice him but will enable him to render a more 
intelligent opinion. 

Masses of the soft somatic 
biopsied advantageously, as can skeletal muscle 
and lesions of the lip, mouth and cervix uteri. 
Shallow carcinomas of the lip may be diffuse or 
multicentric and multiple biopsies are often nec- 
essary and should be performed routinely in the 
sase of suspicious lesions of the cervix. The 
removal of an enlarged lymph node is not, 
strictly speaking, a biopsy, but it is a valuable 
diagnostic proceedure. The smallest of several 
enlarged nodes should not be submitted. In- 
guinal lymph nodes are frequently unsatisfactory 


tissues can be 
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for histologic diagnosis. A lymph node must 
be handled carefuly during removal to avoid 
crushing. 


Needle or aspiration biopsy is becoming in- 
creasingly important. It is a procedure which 
has been received both enthusiastisally and with 
indifference by the medical profession. It is 
unquestionably a valuable proceedure if done 
with proper equipment, by an experienced per- 
son and evaluated by a competent observer. 
It can be applied to subcutaneous masses, breast 
tumors, bone lesions and lymph nodes. Mate- 
rial for microbiologic examinations can be 
obtained and at the same time solid pieces of 
tissue can be embedded for sectioning. Other- 
wise inaccessible tumors can often be reached 
easily by a needle when excision would be diffi- 
cult. The valvable of bone marrow aspirations 
is well known and generally accepted. Thou- 
sands of needle biopsies of the liver have been 
successfully performed as well as other organs 
including the spleen, kidney and prostate. In 
the case of aspiration biopsies of the liver, dif- 
fuse and finely distributed lesions will be 
most satisfactorily represented in the material 
obtained. Those who are opposed to this pre- 
cedure contend that an exploratory operation 
and a formal biopsy are preferable. Certainly 
a greater skill in obtaining material and inter- 
preting results can be attained by experience 
and repetition. 


Exfoliative cytology has been popularized 
during the past few years by Papanicolaou and 
others but has been applied to the examination 
of the sediment of pleural and ascitic fluid for 
tumor cells for years. In this examination an 
evaluation of individual cells must be substituted 
for more usual tissue morphology and cell rela- 
tionships to which the pathologist has been long 
accustomed. The selection of a stain is optional 
and varied. 


Parenthetically it may be said that all aspirated 
material may be handled in two ways: the larger 
pieces embedded in paraffin for sectioning; the 
fine sediment smeared and appropriately stained. 
The latter constitutes exfoliative cytology. The 
foregoing may be applied to the sediment of 
transudates for tumor cells. It helpful to 
carefully examine the fluid and sote its nhysical 
characteristics. Coagulation n ust be prevented. 
Specia! stained may be employed, e.g., for the 
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demonstration of mucin. A pitfall to be avoided 
is mistaking large pathological mesothelial cells 
for tumor cells. 


A variation of exfoliative cytology is the prepa- 
ration of imprints from the cut surfaces of organs 
such as the spleen and lymph nodes. If blood 
stains are employed excellent preparations can 
be obtained. The cells are larger because they 
are not compressed by surrounding cells and 
structural detail of cytoplasm and nuclei is such 
as to make a most satisfactory study easily pos- 
sible. The hemopathologist especially appreci- 
ates the opportunity to study imprints because 
the cells are comparable to those he 
routinely. Familiarity with this technique con- 
vinces one of the limitations of hematoxlin and 
eosin stained sections for cell identification. 


sees 


Exfoliative cytology, as generally understood 
and most often applied, consists of the exami- 
nation of material from hollow structures or 
lumens lined by epithelium. There is a wide 
range of possibilities. The first material to be so 
examined was vaginal fluid which Papanicolaou 
had been studying for twenty-five years in con- 
The idea of 
sampling the vaginal fluid for neoplastic cells 
was a sound idea because cells so identifiied 
might represent an area hidden to view, e.g., the 
endometrium. However, the pipette has given 
way to the wooden spatula and the proceedure 
so performed amounts to ascrape biopsy of the 
cervix. The cervical or vaginal smear lends 
itself to screening better than to the diagnosis 
of an individual case. In the cancer detection 
clinic it leads to the recognition of early cancer 
which may not be suspected on inspection of the 
cervix. 


nection with hormonal influences. 


The positive smear must be substanti- 
ated by a biopsy; treatment must be based on a 
positive biopsy and not on a positive smear. 
Smears made from material collected with a 
spatula are cervical, not vaginal, smears. The 
fact that the cervical smear does not detect all 
genital tract cancer is not of great practical 
importance. Probably not more than 5 per cent 
of cervical cancer will be missed by smear exami- 
nation. False positives are more frequent and 
constitute the necessity for verification by 
biopsy. In nearly 25 per cent of proven cases the 
smears are reported as suspicious. It is the suspi- 
cious smear that is most often disproved by biop- 
sy (40 per cent) as contrasted to positive smears 
(12 per cent). Much experience and patience are 
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required. Most important is that at least 25 per 
cent of the positive smears are in cases of cervical 
cancer which would not have been detected 
without the smear. 

Examination of other body fluids for cancer 
cells, including the urine and prostatic secre- 
tion, has been attempted. The examination of 
gastric contents has been disappointing but 
recently a balloon covered with nylon mesh 
has been developed which can be swallowed. 
Peristalsis propels the inflated balloon from the 
cardia to the plyorus and then it can be pulled 
back. Adherent material can be picked from 
the mesh covering, embedded in paraffin and 
sectioned. Smears of bronchial aspirations and 
sputum yield a much higher percentage of posi- 
tive laboratory diagnosis than bronchoscopic 
biopsies. Sputum, in a minimum of five daily 
samples, furnishes the best material. Such exam- 
inations constitute a valuable adjunct to the early 
diagnosis of pulmonary cancer. It has been 
reported that fluid can be expressed frem the 
nipples of over half of the women attending 
cancer detection clinics; this should provide 
another important diagnostic aid in the field of 
mammary cancer. 

Another technical variation in the field of 
exfoliative cytology is the spongy biopsy. This 
depends on the histologic examination of small 
pieces of tissue particles and cells removed from 
a mucosal surface or an ulcer by rubbing with 
a piece of special sponge and then preparing 
paraffin sections from the sponge in the usual 
manner. This method has been applied to the 
diagnosis of cancer of the uterus, bronchi, 
larynx, rectum, oro-pharynx and stomach. The 
methodshas many enthusiastic adherents. 

The endometrial biopsy, or the diagnostic 
dilatation and curettage, is an important diag- 
nostic proceedure if applied intelligently. In 
addition to the diagnosis of cancer of the corpus 
uteri it is of great value in arriving at the cause 
of functional uterine bleeding. 

The frozen section should not be omitted from 











ARIZONA MEDICINE 15 


this discussion. Criticized by surgeons and 
pathologists, it has survived the acid test of 
time and is today of greater importance than 
ever in surgical pathology. For the surgeon who 
is sincerely interested in improving preopera- 
tive diagnosis it is indispensible. Conditions 
must be proper. The pathologist should be fore- 
warned that a frozen section is to be requested 
and he should be given the opportunity to 
examine the lesion and the patient’s chart if he 
so desires. He should be present when the 
specimen is removed. He should examine the 
specimen and select the block to be frozen. The 
laboratory technique should be good enough to 
produce a differentially stained, thin, flat section 
in two or three minutes. It should be under- 
stood that the pathologist not be required to 
“stretch the evidence” to produce a frozen sec- 
tion diagnosis; he should be accorded the privi- 
lege of withholding his opinion until he examines 
a paraffin section. He should not be expected to 
classify neoplasms by frozen section but to 
decide between two or three or, at most a few, 
possibilities to which the diagnosis has been 
narrowed. While this is often an operating 
room procedures it can often be performed in 
the patient’s room or on the ward. 
CONCLUSIONS: 

This discussion has been to enumerate and 
describe some relatively simple. yet highly valu- 
able diagnostic procedures which the patholo- 
gist and the physician can perform as a team. 
This type of collaboration often provides an early 
and a correct diagnosis upon which, and only 
which, proper and efficient treatment can be 
predicated. 

Some of the procedures which have been 
discussed are relatively new as compared to 
histopathology. It must be realized that the more 
often these procedures are employed the more 
reliable and accurate they become, the more 
skillfully material can be secured and the more 
efficiently the examination can be performed. 
Patience and experience are essential. 
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RADIOACTIVE IODINE IN DISEASES OF THE THYROID 
GLAND* 


E. W. Czerny, M.D. and H. D. Cogswell, M.D. 


Tucson, Arizona 


One of the difficulties encountered in the 
proper treatment of disorders of the thyroid 
gland is the technical difficulty of measuring 
iodine and its metabolism in man. Because of 
the relative inaccessibility of the gland, it is most 
difficult to study under physiological conditions. 
In the past decade I,3; has made its appearance 
and has proved to be a notable addition to the 
armamentarium of the clinical investigator be- 
cause it allows the use of a physiological quantity 
of iodine under physiological conditons to test 
iodine metabolism in thyroid function. To be 
sure, there are many technical difficulties inher- 
ent in it use, but it is of real value in in-vivo 
measurements. 

To review the physiology involved, briefly, 
inorganic iodide is the form in which iodine is 
ingested, absorbed and collected by the thyroid. 
There it is incorporated into the organic iodine 
of the thyroid hormone. This is the anabolic 
phase of the gland’s metabolism. Then, during 
the catabolic phase, the thyroid hormone enters 
the blood and body tissue where it is broken 
down. 

Now, to turn our attention to the fate of in- 
gested inorganic iodine, there are, broadly speak- 
ing, only two possible destinations it may reach. 
A certain percentage of the ingested dose will 
be taken up by the gland and most of the re- 
mainder will be excreted in the urine (a negligi- 
ble 2% is excreted in the feces). Thus a study 
of the function of any particular gland can be 
carried out by determining the ratio of uptake 
to urinary excretion in the individual case and 
comparing these figures with the established 
criteria for normal glands. Prior to the appear- 
ance of Iodine I,3; a reasonable measurement of 
these factors was impossible. 

The absorption of I,3; has been found to be 
approximately 5% per minute, being complete 
in two hours. This has been determined by 
taking readings over the epigrastrium, the thigh 
and blood serum readings with the Geiger 
counter during the absorption stage. The blood 
level of iodide rises rapidly to a peak which 
then falls rapidly to a more steady plateau level. 
As to urinary excretion, it is found that in the 
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normal person about 65% of the ingested dose 
will appear in the urine in two days, whereas 
in the hypothyroid individual 80% to 90% 
appears in four or five days. In hyperthyroid 
cases, there is a slow tapering plateau over days 
weeks. The remaining factor to be 
measured is, of course, the percentage uptake 
in the neck by the thyroid gland itself. Gen- 
erally speaking, the uptake shows a rapid rise 
and then a leveling plateau. In the euthryroid 
patient, there is a steady climb for twenty-four 
to forty-eight hours to a plateau level of about 
20% uptake. In the hyperthyroid individual, 
there is a rapid climb of six to twelve hours to a 
plateau of about 45% uptake. Myxedema cases, 
however, show little or no uptake in the neck. 
There are exceptions to these generalizations 
and struma lymphomatosa (Hashimoto's), for 
instance, frequently gives a normal value as will 
myxedema occasionally. There is no difference 
in the percentage values for these various func- 
tions regardless of the dose that is admin- 
istered. Thus a great deal can be learned about 
a gland by administering a tracer dose of I,3; and 
following its progress in and out of the body. 
A single tracer dose, without a carrier (in the 
form of some other metal) gives a plateau chart 
and is a measurement of the synthesis and stor- 
age of thyroid hormone, whereas a tracer given 
with a large carrier gives a hump-back curve 
that is actually a measurement of the ability 
of the thyroid to concentrate iodine. “All the 
curves—uptake, urine excretion, and blood levels 
—are related, depending on thyroid function. It 
is possible to prove mathematically that the ex- 
cretion of I,3; in the urine and its accumulation 
in the thyroid gland are proportional to its con- 
centration in the blood. Therefore, the disap- 
pearance of I;3; from the blood is a common fac- 
tor of the various curves. 

One question which I am sure presents itself, 
is about the disposal of I,3: by tissues other than 
the thyroid and the kidneys. On the basis of 
what has been said, it would be logical to expect 
the per cent uptake and the per cent excretion in 
the urine in every case to total 100%. This, 
however, is never the case and the per cent up- 
take by the thyroid and the per cent excretion 


or even 
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by the kidney more frequently totals 90% or 
less. This is accounted for by the fact that 
small amounts of I,;; are to be found in perspira- 
tion, lungs, feces and other organs. Kidney func- 
tion could alter the uptake so a more accurate 
determination is the accumulation rate, rather 
than the percentage. So far we have discussed 
only the study of the thyroid by inorganic I31, 
but it is possible to study the fate of organic io- 
dine by the use of labelled thyroxin but this is 
beyond the scope of this paper. 

Now, if we turn our attention away from 
the more general aspects of I,31, we can consider 
its spectific potentialities in the treatment of defi- 
nite disease states. First, the treatment of thyro- 
toxicosis. We must say at the outset that we 
do not wish to imply that radioactive iodine has, 
or even will, supplant the established methods 
of handling this condition but it has been used 
in a sufficient number of selected cases by 
numerous investigators so that some statements 
concerning its value are indicated. The usual 
forms of therapy for thyrotoxicosis are, of course, 
surgery or the use of anti-thyroid drugs which 
act by preventing the synthesis of thyroid hor- 
mone. X-ray therapy for this condition is of very 
questionable validity because of the potential 
danger to the overlying skin and adjacent organs, 
such as the trachea and esophagus. The bio- 
logical effect of I,3: is similar to x-ray treatment 
in that a specific concentration of I,3; is located 
in the thyroid gland with a minimal effect on 
other tissues. Most of the activity of I,3; is thru 
Beta rays which travel only 2.2 mm. in tissue. 
The dosage usually used is 0.1 and 0.2 millicurie 
per gram estimated weight of the thyroid gland. 
This is calculated to deliver 8,000 to 10,000 
equivalent roentgens to the gland. Dosage de- 
pends on three factors: (1) fraction of dose 
taken up, (2) rate of elimination from the body, 
(3) total mass of the gland. The first two fac- 
tors can be determined with a tracer dose before 
treatment is started, but the greatest source of 
error lies in the third factor which is an estima- 
tion. As to the results, a favorable response can 
be anticipated in about four weeks if such a re- 
sponse is to be obtained at all. If there are no 


results in eight weeks, the dose was too small 
and should be repeated. In evaluating this form 
of treatment, we must say that in a disease such 
as thyrotoxicosis when there are already effec- 
tive, efficient and relatively safe methods of 
treatment, a new form of treatment must be 
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shown to have considerable advantage before it 
can be widely accepted. 

Thiouracil Treatment: This is good therapy 
if there is no tracheal compression. We think 
that it is fair to say that you can look for per- 
manent regression in 50% to two-thirds of the 
cases so treated if treatment is continued for one 
year. One of the main advantages of this form 
of treatment is the low mortality — which is in 
the neighborhood of 0.5% resulting from agranu- 
locytosis. Toxic symptoms developed in about 
10% of the patients under thiouracil treatment 
severe enough to require stopping the medica- 
tion in 7%, 

Surgical Treatment: Surgical treatment is the 
treatment of choice in large glands or in patients 
with pressure symptoms. The results of surgery 
give more permanent and more rapid cures and 
the overall mortality is probably in the neigh- 
borhood of 2%. It cannot be denied, however, 
that the morbidity and complications attendant 
on surgical therapy are greater than with thiou- 
racil treatment. 


I13: Treatment:. This mode of treatment is 
pleasant and is associated with no mortality and 
no morbidity, and does not involve a scar. In 
most cases, repeated doses will actually cause 
permanent remission of the disease. One main 
deterent in 1,3; therapy is the doubt which exists 
regarding the late results of radiation. There is 
comfort in the belief that malignant change is 
due to chronic low intensity radiation and not 
the rapid high intensity radiation of I,3;. Surveys 
of follow-up studies of cases of thyrotoxicosis 
treated with external radiation have revealed 
cases of skin cancer as well as tracheal and esop- 
hageal malignancy but no thyroid cancer that is 
felt to be radiation induced. To date, no un- 
toward radiation effects have been seen on other 
organs in cases under I,3; therapy. I,3: may be 
the treatment of choice for cases of recurrent 
thyrotoxicosis after operation and_thiouracil 
failures in patients who refuse surgery and in 
primary thyrotoxicosis in elderly poor risk pa- 
tients. 

Surgery is, in our opinion, the best form of 
treatment for nodular hyperthyroid cases because 
of the danger of overlooking a deep-seated car- 
cinoma of the thyroid gland which may occasion- 
ally be found in these cases. To be sure, there 
are many advantages in the use of Ij3:, how- 
ever, this form of treatment does require rather 
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elaborate equipment as well as a team composed 
of a clinician, an x-ray therapist and a physi- 
cist who must jointly try to surmount the diffi- 
culty of proper dose determinations. Iodine 1,31 
finds its greatest field of usefulness in the detec- 
tion and treatment of non-operable malignancy. 
It is not of equal value in all forms of malig- 
nancy and its value is dependent on the histology 
of the tumor involved in the individual case. It 
has been estimated that I,3; will be effective only 
in about 15% of all the cancers of the thyroid 
gland. Only those tumors which are colloid pro- 
ducers or who reproduce thyroid function can 
be expected to take up radioactive iodine. The 
best form of treatment for thyroid malignancy is 
still a radical thyroidectomy, perhaps removing 
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all thyroid tissue at the same time in hopes that 
the tumor which is not removed can be made to 
take over the burden of hormone production and 
in that way convert it into a tumor that will pick 
up radioactive iodine. In this way it can be 
used to treat any residual or recurrent tumor 
which may recur and also for detecting and per- 
haps treating metastasis. The best results with 
metastases have been with bony lesions where 
the lesions have not disappeared but there has 
been some control of their growth and increased 
patient comfort. In those cases of thyroid malig- 
nancy in which the tumor does pick up radioac- 
tive iodine, this form of treatment has much to 
offer the patient both as a means of control and 
therapy. 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











A thirty-eight-year-old French-American fish- 
cutter was admitted to the hospital because of 
jaundice. 

The patient was perfectly well until four 
months before admission when he had an epi- 
sode of vomiting food recently eaten. This was 
followed by the onset of flatulence and a sensa- 
tion of upper abdominal fullness and anorexia, 
which persisted until the time of entry. There 
were occasional cramps and increased urge to 
defecate. Three months prior to admission the 
urine became darker. Two weeks later it was 
“reddish” for a period of three days; this change 
was unassociated with pain, chills or fever. One 
week later jaundice and pruritus, associated with 
dark urine and clay-colored stools, developed. 
Two months before admission he noted the 
onset of a dull ache in the right upper quadrant, 
which became increasingly more severe, finally 
requiring an injection by his physician. Follow- 
ing this he was admitted to another hospital, 





where he remained for one month. During the 
first week in the hospital he was febrile, the tem- 
terature going as high as 102.5°F., but without 
chills or leukocytosis. Pain did not recure after 
the first hospital day, although jaundice per- 
sisted. Following a course of penicillin and 
aureomycin the temperature became normal, 
and the patient’s appetite returned. A cephalin- 
flocculation test was negative. During the five 
weeks before entry he was on limited activity at 
home but despite a high-caloric, high-carbo- 
hydrate, high-protein, low-fat diet he became 
progressively worse. Jaundice persisted, flatu- 
lence, belching and “gas pains” became more 
severe, and it was noted that his weight which 
before the onset of illness had been 165 pounds, 
now was 130. During the week before admission 
he vomited just before each meal the food he 
had eaten at the previous meal. There was no 
history of hematemesis, although there were two 
questionable episodes of tarry stools three weeks 
before admission and on the day of admission, 
respectively. Although jaundice had been con- 
stant, the color of the stools varied greatly from 
dark brown to light tan to clay. 

Although his job was that of fish-cutter, he 
often supplemented his earnings by doing odd 
painting jobs and had been thus engaged, using 
a silver paint, shortly before the onset of the ill- 
ness. There was no past history of jaundice or 
other serious disease, and he used alcohol only 
moderately. 
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Physical examination revealed a thin, jaun- 
diced, middle-age man lying comfortably in bed 
in no distress. No spider angiomas were noted, 
and the chest and heart were normal. The liver 
edge, on inspiration, was palpable 2 cm. below 
the costal margin and was smooth and non- 
tender. No other organs or masses were felt, 
and there was no tenderness. 

The temperature was 100°F., the pulse 80, 
and the respirations 15. The blood pressure was 
130 systolic, 90 diastolic. 

Examination of the blood showed a red-cell 
count of 4,300,000, with a hemaglobin of 15 gm., 
and a white-cell count of 8,400, with 54 per cent 
neutrophils. The total protein was 7.25 gm. per 
100 cc., with 5.02 gm. of albumin and 2.23 gm. 
of globulin (albumin-globulin ration of 2.3). 
The cholesterol was 320 mg. and the cholesterol 
esters 216 mg. per 100 cc. The van den Bergh 
test was 8.4 mg. per 100 cc. direct and 10.6 mg. 
indirect. The cephalin-flocculation test was neg- 
ative in twenty-four and forty-eight hours; the 
thymol turbidity and the alkaline phosphatase 
9.3 units. The urine gave a three plus test for 
bile on repeated examinations. The stools varied 
in color from dark brown through yellow to 
metallic gray and, with a single exception, gave 
two plus or three plus guaiac tests. 

In the hospital the patient seemed somewhat 
improved and ate extremely well, complaining 
that the diet given him was inadequate. On 
the sixth hospital day the urinary urobilinogen 
was 3.7 Ehrlich units. The serum amylase was 
123 units and lipase 3.4 units per cubic centi- 
meter. The fasting blood sugar was 103 mg. per 
100 ce. A plain film of the abdomen was nega- 
tive for gallstones and showed no enlargement 
of the liver or spleen. A roentgenogram of the 
chest was within normal limits. A gastrointes- 
tinal series revealed no abnormality in the 
esophagus, stomach or duodenal cap. There was 
slight narrowing of the duodenum in the post- 
bulbar region, but this was not constant. The 
remainder of the duodenum showed no defect 
or displacement, and no stones were identified 
in the region of the common duct. 

On the tenth day an operation was performed. 
JESSE D. HAMER, M.D.: 

It appears quite certain, from a review of the 
history, physical findings and laboratory studies 
that pathological conditions characterizing this 
case have their genesis in the biliary tract. There 
are no reasons to believe that the long standing 
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attacks of jaundice of variable degree, are the 
result of an extra-biliary origin, so that the vari- 
ous etiological factors in a case of prehepatic 
or hematogenous jaundice need not be consid- 
ered. We are, therefore, left with a discussion 
of a differential diagnosis between pathological 
conditions reflected in an intra-hepato-biliary 
disease or some condition causing biliary 
obstruction, either intra or extra hepatic. It is 
always of paramount importance to attempt this 
type of differentiation in the first week or two 
of illness of this sort, so that one can determine 
with reasonable accuracy the question of surg- 
ical intervention. 

It would be of interest to discuss the clinical 
application of liver function tests in consider- 
ing this case, inasmuch as a number of them 
were done and reported in the protocol. It must 
be recognized at the onset that there is no single 
universally applicable test of liver function. 
There are several reasons for this. 1. The liver 
has a multiplicity of functions involving almost 
all phases of metabolism. 2. Alteration of one 
phase of hepatic activity does not always mean 
that other phases are altered similarly. 3. The 
liver is a very labile organ and dynamic changes 
in its function may occur with great rapidity. 
4. This organ has a large reserve capacity, and 
major portions of it may be destroyed before 
liver failure occurs. 5. Liver damage from only 
a single cause, for example, from obstruction of 
the outflow of bile, or from a hepato-toxic agent, 
is seldom recognized as such. 

It should be recognized also that secondary 
hepatitis occurs usually after common bile duct 
obstruction with jaundice of several weeks dura- 
tion. Similarly, a hepato-toxic agent, although 
primarily inducing hepatitis, may also produce 
edema and swelling of the bile canaliculi, so 
that there is a secondary intra-hepatic bile pas- 
sage obstruction. 

This combination of causative factors then 
makes difficult the interpretation of liver func- 
tion tests, designed primarily to differentiate ob- 
structive from hepato-cellular jaundice. It is for 
this reason that the first two or three weeks after 
development of jaundice is the time for proper 
diagnostic evaluation, because, during this in- 
terval, secondary complicating factors are of 
minimal importance. 

However, there are certain liver tests that 
measure specific functions, and these may be 
utilized by the clinician. An arbitrary classi- 
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fication of the more useful tests are as follows, 
and as we go along, let us see if they are of 
value in considering this particular case. 

A. Excretory functions of the liver. 

1. Icteric Index, normal 4 to 6 units (no 
values are recorded in our case). 

2. Urine bilirubin, normally reported nega- 
tive, again not reported here. 

3. Urine urobilinogen; normal 0.2 to 3 mg. in 
24 hours. In this case, it was reported as 
3.7 Ehrlich units. 

4. Bromsulfalein retention: normal after 5 
mg. per Kg.—I. V.—none retained in 45 
minutes. Test not recorded in this case. 

B. Metabolic functions: 

1. Carbohydrate metabolism. 

a. Glucose tolerance test. In hepatic dis- 
ease there is a fasting hypoglycemia 
and a prolonged hyperglycemia fel- 
lowing administration of glucose. No 
report in this case. 

b. Galactose tolerance test: After ad- 
ministration of 40 grams of galactose 
by mouth, the appearance of more 
than 3 grams in the urine within 5 
hours indicates that the liver is unable 
to convert this sugar into liver glyco- 
gen. No test of this type reported, 
although the fasting blood sugar was 
done, and reported as 103 mg. %. 

2. Protein metabolism: 

a. Total protein; normal 6.5 to 7.8 gms. 
per cent. In this case it was 7.25 
gms. %. 

b. Albumin-globulin ratio, normally 1.6 
to 2. In this case the albumin was 5.02 
gms. %, with normal 3.8 to 6.7 gms. %, 
and the globulin was 2.23 gms. %, 
with normal value in these elements 
of the blood serum. 

c. Tyrosinuria, normally negative, but 
when positive, indicates a grave prog- 
nosis, but is not reported in this case. 

d. Cephalin - cholesterol flocculation: 
Normally negative, but is usually posi- 
tive only in the presence of active 
parenchymatous liver disease, such as 
active hepatitis. It was negative in this 


case. 
3. Fat metabolism: 

a. Cholesterol-cholesterol ester ratio: 

Normally 60% of total cholesterol is 

in an esterified form. This is decreased 


4. 


ut 


in hepatic disease. In this case, the 
cholesterol was 320 mg. per 100 c.c. 
(Normal for a male ranges from 150 
to 240 mg. with cholesterol esters re- 
ported as 216 mgs. per 100 c.c., or a 
ratio of 67.5%. 

Blood forming activity: 

a. Red cells tend to be macrocytic in 
hepatic disease. 

b. Prothrombin time: This is prolonged 
in obstructive jaundice usually, due to 
inadequate absorption of the fat solu- 
ble vitamin K, because the bile salts 
fail to enter the intestine. Prothrom- 
bin time is also prolonged in hepato- 
cellular jaundice because of the inabil- 
ity of the damaged liver to synthesize 
the available vitamin K with pro- 
thrombin. Normally the prothrombin 
time is 14 to 16 seconds. Here it is 
reported to be 17 seconds. 

Detoxifying function of the liver: Normal 
liver is able to conjugate sodium benzoate 
with glycine to yield hippuric acid. The 
excretion in the urine of less than 3 grams 
of hippuric acid in 3 hours after the ad- 
ministration of 6 grams of sodium benzoate 
by mouth, or of less than one gram of 
hippuric acid after 1.77 grams of the drug 
intravenously; is evidence of impaired 
hepatic function. Not reported in this case. 
Alkaline phosphatase production: Nor- 
mally it is under 4 Bodansky units, or 10 
King-Armstrong units. This may be in- 
creased by either an obstructive or hepato- 
cellular type of jaundice. This was re- 
ported to be 9.3 units in this case. We do 
not know whether this represented the 
Bodansky unit value, or the King-Arm- 
strong. If it is the K-A unit, then it was 
normal, or nearly so. 


Other tests recorded in this case were as 


follows: 
1. Serum amylase, as 123 units, with normals 
ranging from 80 to 150 units. 
2. Serum lipase was 3.4 units, with normals 
from zero to 7.5 units. 
3. Urine showed a three plus bile. 
4. Thymal turbidity, recorded as 1 unit. This 





is a weak test, and it is only in the pres- 
ence of a strongly positive thymol test, that 
the presence of important hepatic involve- 
ment can be suspected. This test may be 
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positive in several other pathological con- 
ditions. 

5. Van Den Bergh was reported as 8.4 per 
100 c.c. direct and 10.6 mg. indirect. 


What conclusions can one reach then from a 
recitation of the above liver functions test, com- 
paring those done on this case, with normal 
values? I believe that each of use would be- 
lieve that they are of little value in this particu- 
lar case, although we can assume there is very 
little evidence of extensive liver damage, in spite 
of the chronicity of the case. Let us recapitu- 
late however, and summarize the value of these 
tests in a wide variety of types of jaundice. Espe- 
cially in the hepatic type, where it has been 
found that certain relationships exist between 
them and the hepatic type of jaundice, whereas 
in post hepatic jaundice, or the obstructive type, 
the tests are infrequently of diagnostic value. 

1. Common in hepatic, but uncommon in 

obstructive jaundice: 
a. All flocculation tests are strongly posi- 


tive. 
b. Deep jaundice and normal alkaline 
phosphatase. 


c. Negative cephalin-cholesterol floccu- 
lation, and a strongly positive thymol. 

d. Normal or low total cholesterol with 
depression of cholesterol esters, nor- 
mal alkaline phosphatase, and mod- 
erate to marked hyperbilirubinemia. 

e. Serum bilirubin greater than 35 mg. 
percent with urobilinogenuria. 

2. Common in obstructive jaundice, uncom- 
mon in hepatic jaundice: 

a. Slight hyperbilirubinemia, marked 
elevation of alkaline phosphatase, 
especially with carcinoma. 

3. Common in both hepatic and complicated 
posthepatic jaundice: 

a. Undependable for differential diag- 


nosis. 

1. All flocculation tests negative or 
positive. 

2. The acholic stool (low fecal urboli- 
nogen ). 


3. Positive cephalin-cholesterol floccu- 
lation and negative thymol. 

4. Elevated alkaline phosphatase and 
total cholesterol, often with de- 
creased cholesterol ester percentage. 

. Normal or decreased prothrombin 
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activity with positive or negative 
response to vitamin K. 
6. Urobilinogenuria, present or absent. 
7. Decreased serum albumin and ele- 
vated total globulin. 

So where are we now, after a consideration of 
the foregoing, and comparing our findings here 
with the normals? Nowhere, I suspect, in a dif- 
ferential diagnosis. What are we to do now? 
Just like the doctors did, study the case ten days, 
decide we know what the trouble is, that the 
man has an obstructive jaundice, or perhaps he 
has, and open him up to find out, I have a feel- 
ing the man did have an intermittent obstruc- 
tive jaundice, with very little evidence of liver 
involvement or damage, and that there will be a 
new growth found at the ampulla of Vater, with- 
out serious involvement of the pancreas. 


DISCUSSION AT MASSACHUSETTS 
GENERAL HOSPITAL 
DR. EARLE M. CHAPMAN: When one tries 


to reconstruct the story of jaundice the record 
says “the jaundice was constant.” I cannot tell 
whether the jaundice was of three weeks’ dura- 
tion or longer. I suppose it persisted throughout 
the illness. 

DR. ALFRED KRANES: The jaundice was 
constant but fluctuated in degree, not only clin- 
ically but also by chemical tests. When the 
patient was discharged from the other hospital 
the icteric index was considerably below that of 
admission. The jaundice never completely dis- 
appeared. 

DR. CHAPMAN: That is helpful. The record 
states that the patient used alcohol only mod- 
erately. Did you decide that it was moderate? 

DR. KRANES: I did not know about that. 

DR. CHAPMAN: Was his temperature rectal 
or by mouth? I assume it was by mouth since 
it was not stated. If so, he had a fever. 

DR. KRANES: He had no fever in this hos- 
pital except for one period of twenty-four hours. 

DR. CHAPMAN: I think we had better see 
the x-ray films at this point. The record states 
that they were normal except for what is de- 
the post-bulbar region. 

DR. STANLEY M. WYMAN: The films of 
the chest are not remarkable. The liver shadow 
as described appears within the limits of normal. 
There is no evidence of intrinsic disease in the 
stomach. The narrowing of the post-bulbar re- 
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gion of the duodenum is seen at this point, and 
it appears on the spot films. It does seem to 
change somewhat in caliber. 

DR. CHAPMAN: Compression from some- 
thing external? 

DR. WYMAN: Pressure from something ex- 
trinsic. The mucosal pattern is perfectly normal 
in the entire area. There is no evidence of con- 
vergence of folds. It looks as if something is 
pressing on the distal portion of the duodenal 
cap, causing a narrowing rather than something 
in the duodenum. There is another finding of 
considerable value, and that is what I believe to 
be compression of the second portion of the 
duodenum on its medial aspect about at the 
junction of the middle and distal thirds over 
an area measuring 2.5 cm. in length. This is 
also seen on this spot film, in which there is a 
filling defect at this point. It is not reproduced 
on all the films. 

DR. CHAPMAN: That lies in the region of 
the head of the pancreas anatomically. 

DR. WYMAN: Yes. Although it is well vis- 
ualized on only two or three films, and not on 
all films, the filling defect is a valid finding. 

DR. CHAPMAN: I think it is more significant 
than I was lead to believe from reading the 
record. There is more mischief in this area from 
looking at the film than I thought from the 
description. What was found at operation is 
what they are asking me. I will start by saying 
that I have no idea really. It is a difficult diag- 
nostic problem. Since this man was a fish-cutter, 
we have to consider Weil’s disease. It probably 
is a “red herring.” Davidson reported Weil's dis- 
ease in fish-cutters in Scotland, who acquired it 
in their occupation. This man did not have an 
acute disease and was almost afebrile, so I think 
we can exclude Weil’s disease. However, the 
illness started with dark urine. 

DR. KRANES: The dark urine noted the week 
before the jaundice was hematuria. It had a 
good many red cells in it. 

DR. CHAPMAN: This is interesting. The rec- 
ord said “dark” urine; it did not say “bloody” 
urine. 

DR. KRANES: I did not see it. His family 
said that microscopically it was full of red calls. 

DR. CHAPMAN: I thought of the possibility 
of Weil’s disease. The patient was a fish-cutter, 
and we have seen the disease among people 
with that occupation in Boston. Yet this seemed 
like a chronic disease. If it was a complication 
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of Weil's disease we ought to find something 
like abscesses in the region of the head of the 
pancreas. This bothered me a little, but I 
decided to exclude it because the progress of 
the illness did not seem to fit the diagnosis and 
someone should have made a diagnosis of Weil's 
disease. But there it is—he was a fish-cutter, with 
a febrile illness to start with. Why did it take 
so long? I did not think of it last night when 
I first read the record, but now that I have seen 
the films I am thinking of the possibility 
of abscess. I have to change my thinking of 
11:30 last night. 

The laboratory evidence is confusing, but from 
it one gathers that there is no good evidence on 
which to base the diagnosis of intrinsic liver 
disease. I do not see how we can support 
cirrhosis or infectious hepatitis. All the labora- 
tory changes are consistent with the intermit- 
tent type of obstruction to the outflow of bile. 
The clinical description Dr. Kranes gave us and 
the laboratory changes all fit together. 

We are all faced with the question of what 
would lead to an intermittent obstruction in the 
region of the head of the pancreas. What lesion 
would fit with the x-ray evidence? Of course 
the commonest thing in this location, even 
though thirty-eight years of age is a little young, 
is carcinoma of the head of the pancreas. We 
know that carcinoma in the head of the pancreas 
can erode the ampulla of Vater and lead to 
blood in the stools, and it can lead to inter- 
mittent obstruction and cause the type of dis- 
tortion seen in the x-ray film. That is the like- 
liest possibility, but there is one thing  strik- 
ingly against the diagnosis of cancer. I cannot 
believe that a man who had cancer and who died 
of it, let us say, would complain that the diet 
in the hospital was inadequate and want more 
food. That is a clinical fact against carcinoma 
of the head of the pancreas. That is the one 
statement that I underlined as being against that 
diagnosis. - 

Could he have had a stone, a so-called silent 
stone, in the head of the pancreas? A large non- 
opaque stone does not cause a shadow and could 
have bored in there and got mixed in with the 
pancreatic duct and eroded the whole area and 
caused mischief. 

If we go back to the beginning of the his- 
tory, he had occasional cramps and increased 
urge to defecate when the illness started. If 
we try to reconstruct the events from the begin- 
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Normal peristaltic action results from activity of the muscle layers as they 





are gently distended by bulk within the intestine; mucosal irritants cause 
overactivity of the muscle layers resulting in hyperperistalsis or spasm. 


Corrective Action of Metamucil® in 
Abnormal Physiology of Constipation 


Abnormally prolonged colonic reten- 
tion, whether in a spastic or an atonic 
colon, demands the greatest care to assure 
correction. 

The mucosa does not require stimu- 
lating; hence, stimulating cathartics, 
“roughage” and other physical and chem- 
ical irritating measures, are today often 
considered irrational. 

On the other hand, the muscularis 
does require a stimulus to initiate peristal- 
sis. This physiologic stimulus is the mech- 
anism by which bland distention of the 
colon establishes a reflex, with the mus- 
cularis at the terminus of the reflex arc. 

Metamucil literally reeducates the 
sluggish and also the spastic colon. Taken 
with adequate amounts of water, Meta- 





mucil forms a smooth, hydrophilic colloid. 
As this colloidal mass passes through the 
large intestine, it exerts a gentle, distend- 
ing pressure within the lumen, thus initi- 
ating the peristaltic reflex necessary for 
evacuation. 

A program of Metamucil therapy helps 
to restore proper tone to the intestinal 
musculature, thereby establishing proper 
bowel habits. 

Metamucil® is the highly refined mu- 
cilloid of Plantago ovata (50%), a seed of 
the psyllium group, combined with dex- 
trose (50%) as a dispersing agent. It is 
accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 


ciation. 
G. D. SEARLE & Co. 
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ning of the illness we have to consider silent 
stone in the head of the pancreas, not reflected 
here in the x-ray films, and then consider in- 
flammatory reaction around it. There must have 
been considerable inflammatory reaction around 
this area whatever it is, because the serum 
amylase was high (123 units), which is evidence 
of destruction of the pancreas. The upper limit 
or normal is 40 units. I might say in passing 
that jaundice has been described as coming on 
after penicillin and also described after pentathal 
anesthesia. He did not have any such things 
injected into him, did he, Dr. Kranes? 

DR. KRANES: Penicillin was given by the 
family physician after the patient had become 
jaundiced because he was running a septic fever. 

DR. CHAPMAN: But he had no operative pro- 
cedure, before the onset of his illness. I won- 
dered if it might be related to an infected syringe 
or anything of that sort. There was nothing of 
that nature antecedent that you know of? 

DR. KRANES: No. 

DR. CHAPMAN: Was this, then, a stone, a 
tumor or an inflammatory mass? I am begin- 
ning to change my mind. Last night I was all 
for cancer of the head of the pancreas or ampulla 
of Vater. Having seen the films and recon- 
structed the story, however, I am now thinking 
that this mass was inflammatory and that is 
about as far as I can go. I do not see how an 
area of obstruction across this region such as 
Dr. Wyman described can come from a vascular 
structure. I had thought of aneurysm of the 
abdominal aorta, but that does not fit this, 
does it? 

DR. WYMAN: No, but it fits with dilated com- 
mon duct pressing on the duodenum. 

DR. CHAPMAN: I cannot do any better than 
this. We might give someone else in the audi- 
ence a chance. 

DR. JACOB LERMAN: What did the X-ray 
Department think it was? 

DR. BENJAMIN CASTLEMAN: 
thought it was inflammatory. 

DR. CHAPMAN: I did not mention retroperi- 
toneal lymphoma. I considered the possibility of 
a tumor of the lymphoma series involving the 
head of the pancreas and pressing on the duo- 
denum. 

DR. HOWARD B. SPRAGUE: Could it have 
started with pancreatitis? 

DR. CHAPMAN: An inflammatory mass sub- 


sequent to ordinary pancreatitis? Yes, that is 
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perfectly possible. My first choice is an in- 
flammatory mass, with pancreatic destruction. 
That fits the laboratory evidence best, and what 
lies behind that remains to be seen. 

DR. WYMAN: There is a suggestion that this 
is well localized, so that I should place more 
emphasis on common-duct stone with secondary 
dilation of the common duct or a tumor of the 
ampulla of Vater or the distal end of the com- 
mon duct. However, a carcinoma of the pan- 
crease or, I suppose, an inflammatory mass 
could look exactly the same. 

DR. CASTLEMAN: Have you any comment, 
Dr. Boyd? 

DR. WILLIAM BOYD (Toronto): I think 
pancreatitis of some type might be all right. 

DR. LYMAN DUFF (Montreal): The possi- 
bility of pancreatic cyst might be suggested; that 
is no more impossible than any of the other 
suggestions made. 

DR. KRANES:* I saw this patient on only one 
occasion about one month after he became ill 
in the other hospital. At that time he was on 
the mend, the jaundice diminishing, his appetite, 
which had previously been very poor, had in- 
creased enormously, and in general he was a 
great deal better. The history at that time— 
jaundice, nausea and fever, followed by the 
subsidence of the jaundice and the return of the 
appetite—was fairly characteristic of acute hepa- 
titis. I might say in further support of that 
diagnosis that he was rather tender in the right 
upper quadrant. That is not brought out well in 
the history. The only thing that disturbed us 
was the fact that the fever occurred about two 
weeks after the onset of the jaundice rather 
than preceding the jaundice, and the laboratory 
tests were those of obstructive jaundice. Since 
he was improving it was decided to let him go 
home and see if he continued to improve. As 
the history brings out, although the appetite 
remained good he continued to lose weight, his 
jaundice grew more intense and _ repeated 
cephalin-flocculation tests done during this 
period were negative. So he was readmitted to 
the hospital with a diagnosis of obstructive 
jaundice. When he arrived on the ward everyone 
who saw him from students to house officers and 
visiting physicians all thought he had hepatitis 
until the results from the laboratory work were 
returned and the impressions were changed. 

CLINICAL DIAGNOSIS 

Infectious hepatitis? 
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Obstructive jaundice? 
DR. CHAPMAN’S DIAGNOSIS 
Inflammatory mass in region of head of pan- 
creas. 


ANATOMICAL DIAGNOSIS 
ADENOCARCINOMA (LOW GRADE) OF 
AMPULLA OF VATER 
PATHOLOGICAL DISCUSSION 


DR. CASTLEMAN: The operation on the 
tenth day was an aspiration of the liver, which 
showed evidence of biliary obstruction. The bile 
ducts were all distended with bile. There was 
no doubt of an obstructive jaundice, and with 
that diagnosis Dr. Linton operated. He found a 
large, distended gall bladder; the head of the 
pancreas felt pretty hard, but a rush frozen sec- 
tion and a biopsy showed normal pancreas. The 
common duct was markedly thickened and di- 
lated, probaly two or three times the normal size; 
this was strong evidence that there was an 
obstruction at the ampulla. The duodenum was 
therefore opened, disclosing a papillary lesion 
surrounding the papilla of Vater. A Whipple 
operation, which consisted in removing the head 
of the pancreas and duodenum and anastomos- 
ing the end of the common duct into the jejunum, 
was then performed. 

The specimen we received showed a papillary 
tumor measuring 4 cm, in diameter probably 
arising in the duodenum, completely surround- 
ing the ampulla and producing complete obstruc- 
tion. The center of the tumor was at the ampulla. 
Histologically this was a slowly growing adeno- 
carcinoma with very little invasion. We found 
one spot where it had gone beyond the mus- 
cularis mucosa, but there was no invasion of the 
pancreas at all. 

Following operation the patient developed a 
localized abscess which was drained, and he is 
aparently doing well. A dozen regional lymph 
notes were examined, and they were all normal. 
I am quite certain that there are no metastases. 


ae ers 
THE CHIROPRACTOR AT WORK 


Today, from many sections of the country 
comes the story of the chiropractor at work. It 
is apparent he seeks to acquire through Legis- 
lation, recognition which on the basis of educa- 
tion and training, or lack of it, he is not en- 
titled. Too few physicians are concerned, at 
this stage, over the issues and too many, too 
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late, will become indignant if and when the pre- 
sent objective is achieved. 

Concerted effort is being made by the chiro- 
practic block in the Legion to bring before that 
body a very large number of affidavits, estimated 
at 10,000, from veterans insisting of the Legion 
that it support legislation in Congress demand- 
ing that veterans be entitled to receive chiro- 
practic treatment as a benefit. Arizona in the 
past has expressed opposition to such action. 
Have you taken advantage of membership in 
your local Post? Are you assisting in the de- 
velopment of its policy? This is another oppor- 
tunity to render a constructive service. 

—-—()— — 
INTERNATIONAL COLLEGE OF 
SURGEONS 


Qualifying examinations for Fellowship in the 
United States Section of the International Col- 
lege of Surgeons will be held on the following 
dates in 1953: February 2 and 3, May 4 and 5, 
August 10 and 11, and November 2 and 3. The 
examinations will be given at the Cook County 
Graduate School of Medicine, and the Cook 
County Hospital. Applicants are requested to 
address communications as follows: 

Harry A. Oberhelman, M.D., Secretary 
Qualification and Examination Council 
1516 Lake Shore Drive 

Chicago 10, Illinois 
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EXTENSION OF PUBLIC LAW NO.779 


THOMAS H. BATE, M. D. 
PRESIDENT 
ARIZONA STATE MEDICAL ASSOCIATION 


PUBLIC LAW NO. 779, “THE DOCTOR DRAFT,” WILL UNDOUBTEDLY 
COME BEFORE THE EIGHTY-THIRD CONGRESS. WHAT ACTION TO 
BE TAKEN REMAINS TO BE SEEN. IT Is HOPED THAT SHOULD THE 
LAW BE EXTENDED CERTAIN FACTORS WILL BE CAREFULLY CON- 
SIDERED. THE POOL OF MEDICAL MANPOWER IN THE UNITED 
STATES IS CERTAINLY NOT INEXHAUSTIBLE AND NO WASTE CAN 
BE TOLERATED. 


ONE OF THE MOST SANE APPROACHES TO THIS PROBLEM HAS 
BEEN PROPOSED BY THE SPOKANE COUNTY MEDICAL SOCIETY UN- 
DER THE DATE OF DECEMBER 15, 1952. WE QUOTE IN PART THE 
RECOMMENDATIONS RELATIVE TO EXTENSION OF PUBLIC LAW NO. 
779: 


“PUBLIC LAW NO. 779 IS RECOGNIZED AS BEING DISCRIMINATORY 
CLASS LEGISLATION. THE EXTENSION OF THIS LAW SHOULD NOT 
BE OPPOSED PROVIDED A GENUINE NEED FOR ADDITIONAL MEDI- 
CAL CARE BY OUR FIGHTING MEN IS DEMONSTRATED BY THE DE- 
PARTMENT OF DEFENSE. THE CONSCRIPTION OF CIVILIAN PHYSI- 
CIANS INTO MILITARY SERVICE MUST BE CONTINUED ONLY AFTER 
THE FOLLOWNG CONDITIONS HAVE BEEN MET AND A NEED FOR 
ADDITIONAL PHYSICIANS PROVEN: 


THE MAXIMUM EFFICIENCY MUST BE ATTAINED BY THE ARMED 
FORCES IN THE UTILIZATION OF MEDICAL OFFICERS; THE PROVI. 
SION OF MEDICAL CARE TO CIVILIAN EMPLOYEES AND MILITARY 
DEPENDENTS BY MEDICAL OFFICERS, WHEREVER IT IS AVAILABLE 
THROUGH CIVILIAN FACILITIES, MUST BE ELIMINATED; REGULAR 
MEDICAL OFFICERS MUST NOT BE RETIRED FROM THE SERVICE 
DURING THIS EMERGENCY IF THEY ARE CAPABLE OF CONTINUING 
PRACTICE. 


THE NEED FOR THE HIGHEST QUALITY MEDICAL CARE FOR THE 
MEN IN OUR ARMED FORCES IS RECOGNIZED BUT IT IS ABSOLUTELY 
ESSENTIAL THAT ALL WASTE, DUPLICATION OF EFFORT AND IN- 
EFFICIENCY IN THE UTILIZATION OF PHYSICIANS IN THE SERVICE 
BE ELIMINATED. 


IF AN EXTENSION OF THE DOCTOR DRAFT LAW BECOMES NECES- 
SARY, SELECTION MUST BE ON THE BASIS OF LENGTH OF PRIOR 
MILITARY SERVICE AS SPECIFIED UNDER THE PRESENT LAW. THE 
ARMED FORCES MUST ACCEPT MINIMUM PHYSICAL QUALIFICA- 
TIONS FOR MEDICAL OFFICERS COMMENSURATE WITH THEIR ABIL- 
ITY TO CONDUCT CIVILIAN PRACTICE. WORLD WAR II SERVICE 
IN ALLIED ARMIES MUST BE CLASSIFIED AS EQUIVALENT TO THAT 
OF SERVICE IN THE FORCES OF THE UNITED STATES.” 


IF THESE SUGGESTIONS AND RECOMMENDATIONS ARE CARE- 
FULLY CARRIED OUT, THE MEDICAL MANPOWER POOL WILL NOT 
BE TAPPED USELESSLY. 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spelling, and punctuation. 

2. Be guided by the general rules of medical writing as 
followed by the JOURNAL OF THE AMERICAN MEDI 
“7 rca (See MEDICAL WRITING by Morris Fish- 
ein.) 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











ACTH AND CORTISONE 
Dangers and Abuses 


Probably never before in the history of medi- 
cine has so much been written in so short a 
time regarding a new therapeutic agent. These 
substances have been available for about three 
years, and for only two years in any quantity. 
Despite this very short period of experience, 
these powerful substances unfortunately have 


rapidly become popular as the treatment of 
choice in a long list of chronic diseases. Rheum- 
atoid Arthritis, diffuse Collagen disease and 
Bronchial Asthma lead the list, numerically. 


It is now perfectly clear that these drugs do 
not cure, but only suppress the symptoms tempo- 
rarily, while the underlying disease remains un- 
changed. Furthermore, in chronic disease, when 
treatment is discontinued, there is frequently a 
very severe exacerbation of symptoms. 

Toxic effects are, in general, related to the 
size of the dose and the length of administra- 
tion. The chief adverse physiological effects are 
round face, edema, insomnia, acne, hirsutism, 
pigmentation, depression, psychosis, peptic ulcer 
symptoms, weakness, tachycardia, hypertension, 
pulmonary edema with congestive failure, 
thrombo-embolic disease, inability to localize 
intercurrent infections and pathological fractures, 
due to osteoporosis. Long-term studies now re- 
ported reveal that fully 80% of patients on con- 
tinuous treatment for two years or more, will 
show one or more of these adverse effects. 


In addition to the hazards of adverse physio- 
logical effects, the end result, therapeutically, 
after long-term treatment, is not striking. In 
general, not more than one-fourth of the patients, 
after two years on long-term treatment, will con- 
tinue to receive worthwhile help. 


Cortisone and ACTH have a well-earned place 
in the treatment of many acute conditions when 
short-term therapy, only, is required. When 
small doses are effective, there also is a definite 
place for these substances in some chronic dis- 
eases. The improvement and often dramatic 
relief obtained when initiating treatment with 
ACTH or Cortisone has led to many abuses and 
often catastrophe. The initial, easy, quick relief 
has encouraged neglect of the more basic, but 
slower, helpful procedures. Certainly, the physi- 
cians with most experience in using these sub- 
stances are usually the slowest to prescribe 
them. 


ACTH and Cortisone should be prescribed in 
chronic disease only after the patient has been 
established on a basic routine of treatment and 
with a full appreciation of the risk and the pos- 
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sible long-term result. The patient must be 
carefully evaluated psychologically and have a 
full explanation given him regarding the long- 
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term problems in the use of these substances. 
There is no place in medicine for the casual use 
of these drugs. 


RX, DX, AND DRS. 
By GUILLERMO OSLER, M. D. 


Literature for a new pregnancy test has begun 
to arrive. It is called the “Q-Test,” and is produced 
by the General Pharmacal Co. of Los Angeles. 
It boasts of being accepted by the JAMA (for 
advertising) ... For those who have not time 
to delve, the test was thought of in 1914, tried 
in 1941, and successfully used and described in 
1951. . . . The method consists of an intradermal 
injection of human primiparous colostrum, and a 
differential reading within an hour. ... A “preg- 
nancy reaction’ was found in 95% of proved preg- 
nancies; a non-pregnancy reaction was obtained 
in 98% of proved non-pregnant women and in 
100% of males. ... The cost is relatively small 
and the speed is notable. It should be a money- 
maker, if the later reports are confirmatory. 





The newest Sanborn device for giving informa- 
tion about the heart is the “Twin-Beam Cardiette, 
Model 62.” It startles one to find that certain 
dreams and promises of a few years are at hand. 
. .. The Twin-Beam produces,—l, high deflection 
speed ECG; and 2 phonocardiograms. ... The 
phonocardiogram reproduces a wide range of car- 
diac sounds by electrical auscultation. ... The 
production of the machine is limited, and the price 
is also somewhat limiting ($1,750 F.O.B., Cam- 
bridge, Mass.). 





The newest method for interpreting electrical 
activity of the heart has reached book form. 
Grishman and Scherlis have written on “Spatial 
Vectorcardiography.” The vectorcardiogram 
is the visualization of total activity in 3 planes— 
frontal, sagittal, and horizontal. The result is what 
looks like a series of flying uteri. The book tells 
how to do and interpret. . . . Remember, they 
once laughed at Ike Starr and his balistocardio- 
grams? 





Medical Economics contains the story of the 
four doctors at lunch one day who decided to con- 
fess their faults. The first admitted that he made 
snap diagnoses, the second conceded that he 
charged too much, the third said he did unneces- 
sary operations, but the fourth demurred, and had 
to be urged to tell his fault. Finaly he said, “All 
right, fellows, my worst fault is gossip—and I can 
hardly wait to get out of here!” 





The proteolytic enzyme trypsin (Tryptar, of the 





Armour Laboratories) is being recommended for 
“cleansing the bronchi” in aerosol form. . . . Many 
forms of bronchial disease are supposed to respond, 
especially when the drug is used with antibiotics, 
antihistamines, antispasmodics, etc. . . . We would 
like to suggest that the material can be irritating, 
and can produce an allergic as well as chemical 
irritation in some cases. 





If one cribs from Spink and from Alvarez on 
the subject of Brucellosis one can list quite a few 
valuable pointers: 

1. Thirty per cent of the herds in one midwest- 
ern state are infected with Brucella. 

2. Seventy-five per cent of the human cases 
come from direct contact with infected animals; 
about 25 per cent come from drinking raw milk. 

3. Children of less than 12 years are very re- 
sistant to infection. 

4. Doctors are making more precise diagnoses 
of brucellosis, less often hanging the name on a 
neurosis. 

5. The blood culture is the most certain means 
of diagnosis. Lymphnode biopsy is often feasible. 
Agglutination is the better than most other meth- 
ods, especially if the Bureau of Animal Indusiry 
antigen is used. (Titers below 1 to 100 are not very 
significant.) Skin-tests, complement fixation test 
and the opsonocythophagic test can all be dis- 
carded. 





6. Eighty-per-cent of those infected recover, usu- 
ally within a year, no matter what therapy. 
Aureomycin and terramycin are definitely effec- 
tive. 





A new use of plastic may result in the replace- 
ment of plaster of Paris for moulded splints... . 
The powder comes in a can, is dissolved in water, 
a catalyst is added, and the bandages are dipped 
and applied. . . . The casts are said to be stronger 
and to weigh from % to % of plaster casts. ... 
They are water resistant, and porous enough to 
allow evaporation of skin moisture. 





The Seventh Saranac Symposium was held in 
late September. The Symposia are organized every 
few years, originally for discussion of silicosis, 
more recently for the whole field of “inhalation of 
industrial substances. ... The subjects included 
silica, asbestos, beryllium, bauxite, coal, cancer, 
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weaving, emphysema, cardiac disability, compen- 
sation. ... The participants were from medical, 
teaching, statistical, insurance, research, and public 
health groups. They were from the U. S. and 
Canada, Saranac and the wide world, and they 
numbered 52 specialists. 





A great many medical surveys do not bear repe- 
tition. The second go-round, by the same or ‘an- 
other group, often shows a poorer percentage than 
the first.. . . An exception is notable. Dr. Herman 
Hilleboe, N. Y. State Health Commissioner, says 
that the latest data on the Kingston-Newburgh 
fluoridation studies (in progress since 1944) show 
a 47 % reduction in dental decay, compared with 
a figure of 32% in 1950. ... The reduction is 
greatest among children who have used fluori- 
dated water since birth. Decay in baby teeth has 
been reduced to a great rarity compared with the 
controls. 





We have just heard the preview of a Los Angeles 
report on the use of Intermittent Positive Pres- 
sure (I.P.P.) in chronic respiratory diseases. It 
will apear in the J.A.M.A. soon. ... The method 
is not hazardous if used under medical supervision. 
It is valuable in well chosen cases... . Emphysema 
is often helped, but to varying degrees. Asthma 
is dramatically relieved, but not permanently 
changed (by I. P. P. alone)... . The effect on bron- 
chiectasis is the most notable. Bronchdilators, ter- 
ramycin, the oxygen, and the positive pressure 
(about 20 cm of water) produces great relief. The 
secretions are not forced in, but are extracted 
by the action of the cycle. ... The authors are 
Reginald Smart, George Pearson, and an associate 
from Fontana. 





BCG vaccine has had a series of obstacles in its 
way ever since 1926. The most recent is Dr. Milton 
Levine of New York, one of several Levines con- 
cerned with BCG. .. . His article in Diseases of 
the Chest is titled “Deficiencies in our knowledge 
of BCG vaccine,” and it is not unfair to say that 
he himself has piled up a big lead in faults before 
he gets to anyone else. ... It is legitimate to 
mention the unknown angles, but it is not cor- 
rect to say that vaccine must be made and used 
so fast that purity cannot be determined... . The 
chief source in the U. S., and the first licensed 
(Research Foundation, Chicago), has checked all 
liquid suspensions for years, and a check up of the 
lyophilized preparations now in use (which are 
good for 6 to 12 months) presents no problem 
whatever. 





Are you familiar with diacetylhydroxypheny- 
lisatin? Or even plain ISATIN? ... If not, you 
don’t know that prunes have gone scientific. Isatin 
is the principal laxative component of prunes, 
though it works in conjunction with the colloidal 
and emolient effects of prunes. ... Osler has 
never been more surprised, since the action of 
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prunes had never seemed to have much proven 
basis... . One can now buy tablets with methyl- 
cellulose and the isatin material; a syrup with 
the prune extracts; etc. ... Some of them seem 
to work. 





Chemotherapy Notes—Terramycin is_ given 
credit for being somewhat helpful in ascariasis (as 
well as pinworms), and valuable in pyorrhea... . 
Bacitracin (IM) has been tolerated and effective 
in acute staph, lung abscess, resistant to other 
antibiotics. ... A Spanish report says that Ter- 
ramycin was not accompanied by diarrhea or other 
intestinal reactions. This must be different stuff 
from that which we see here. . . . Sensitivity tests 
are a necessity in guiding antibiotic therapy... . 

The Aureomycin people feel that the current 
tests may favor Terramycin. .. . Surgical infec- 
tions, especially from Ps. aeruginosa, may respond 
well to a combination of bacitracin and poly- 
myxin B.... The most recent book on penicillin 
is by an English M. D., Lady Florey. ..... Gon- 
orrheal, not trachomatous, conjunctivities is the 
scourge of North African eyes. Whole villages may 
be blinded in epidemics. The successful treat- 
ment suggested in a recent report is the local in- 
stillation of aureomycin. (Note—other drugs are 
known to do as well.) 





This is a semi-medical, semi-chemical story. 
don’t look too closely, please. ... A V.A. official 
from New York tells of an experience which a 
friend had on the medical staff of Cornell. ... 
Someone called from a fraternity house to say that 
their cook was sick and “her urine steamed.” 
He left word for a specimen to be saved, saw the 
cook that evening, diagnosed cystitis, and took 
the specimen to the lab. .. . Half way there the 
top of the bottle popped off and all of the urine 
fizzed out of the bottle. . . . He phoned back for 
another sample, tightly corked it, took it to his 
office next morning, carefully loosened the cork, 
and it hit the ceiling with half of the liquid... . 
The remainder tested positive for sugar, and the 
culture grew a yeast! ... “Yes,” said the doctor, 
“The infection cleared at once when the diabetes 
was controlled. We never did test for alcohol, 
though, and nobody could give the stuff a name!” 


a Se 
METHODIST HOSPITALS GET 
A.M.A. PAMPHLET 


The A.M.A. recently provided 47,000 copies of 
the PR pamphlet, “Your Money’s Worth in 
Health,” to the Board of Hospitals and Honies of 
the Methodist Church. 

The Methodist Church has 193 hospitals and 
homes affiliated with this board, which last year 
ministered to 1,294,000 persons. 
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MARICOPA COUNTY MEDICAL 
SOCIETY 


WHEREAS, our Society was shocked at the 
untimely death of our fellow member, Dr. Perry 
W. Bailey, and 

WHEREAS, Dr. Bailey was known to us for 
his professional ability and high ethical stand- 
ards, 

BE IT RESOLVED, that the Society and the 
Community has lost a contributing member and 
supporter of the high ideals of medicine and 
citizenship; that the nation has lost a patriot who 
served actively in four military campaigns—with 
General Pershing in Mexico, then in World Wars 
I and II and in Korea, 

BE IT RESOLVED, that a copy of this Reso- 
lution be forwarded to the family of our deceas- 
ed member also be spread upon the Minutes of 
the Society. 

WHEREAS, our Society was shocked at the 
tragic death of our fellow member, Dr. Jaroslav 
Martinek, and 

WHEREAS, Dr. Martinek had become known 
to us by his professional ability and courageous 
manner in the face of personal disability, by his 
willingness to meet his responsibilities to his pa- 
tients and his associates, therefore 

BE IT RESOLVED, that this Society has lost 


an able member and supporter of the high ideals 
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of medicine; that the community has lost the 
services of a qualified physician and a loyal 
citizen—a man of unusual strength of character. 

BE IS RESOLVED, that a copy of these reso- 
lutions be forwarded to the family of our deceas- 
ed member, and also be spread upon the minutes 
of the Society. 

WHEREAS, it has suited the inscrutable ends 
of an All-wise Providence to call from his tasks 
our friend and colleague, L. Clark McVay, and 

WHEREAS, through his years of association 
with us in the practice of medicine, his struggle 
has been continuously for higher standards of 
medical practice and has been particularly direct- 
ed toward the improvement of obstetrics to the 
end that the safety of the mother and child be 
best preserved, and 

WHEREAS, throughout his career he did 
stoutly maintain and affirm the principles in 
which he believed, and 

WHEREAS, he has been called from his career 
at the height of its usefulness and has laid aside 
his tools and ceased his struggles. 

NOW THEREFORE, do we, the members of 
the Maricopa County Medical Society, hereby 
resolve that this Society spread upon its minutes 
and make known to the family of L. Clark Mc- 
Vay its enduring admiration of his personal char- 
acter and professional proficiency, its brief and 
sense of bereavement at his untimely death. 
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RE: Council Meeting 11/9/52 
Secretary & Editor-in-Chief 
Resignations 
December 15, 1952 
R. Lee Foster, M.D., Editor 
Arizona Medicine Journal 
15 East Monroe 
Phoenix, Arizona 


Dear Dr. Foster: 


As you know, Council at its meeting held November 9, 1952, 
received and accepted the resignation of Frank J. Milloy, M. D., 
as Secretary to the Association and Editor-in-Chief of the 
Arizona Medicine Journal, a publication likewise of the Association. 
Council directed that a letter be prepared and forwarded to Dr. Milloy 
thanking him for all the services he has put forth for the State Asso- 
ciation over the years; also, that its content be published in the State 
Journal. I am enclosing a copy of my letter forwarded to Dr. Milloy 
under date of November 20, 1952, which is self-explanatory. 


Cordially, 
THE ARIZONA MEDICAL ASSOCIATION, INC. 
D. W. Melick, M. D. 
Secretary 
DWM:er 
Encl. 


RE: Council Meeting 11/9/52 
November 20, 1952 

Frank J Milloy, M. D. 

18 North Country Club Drive 

Phoenix, Arizona 


Dear Doctor Milloy: 


Council, in meeting recently held in Tucson, received your letter of 
October 26th tendering your resignation as Secretary of this Association. 
It was also indicated at the meeting that it is your desire likewise to 
relinquish your position as Editor-in-Chief. Accordingly, your resigna- 
tions were accepted with reluctance. 

It is the desire of the members to let you know that they are fully 
cognizant of the invaluable contribution you have made to organized medicine 
and this Association during the many years of your long tenure as an elected 
official. With warm esteem and affection, Council wishes to express its 
grateful appreciation and thanks to an able and conscientious administrator 
for a service performed with dignity and worthy of commendation. 


Coordially, 

The Arizona Medical Association, Inc. 
Dermont W. Melick, M. D. 

Secretary 


DWM :mm 
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REPORT OF THE DELEGATE 
Intirim Session, American Medical Association 
Denver, Color. — Dec. 2-5, 1952 
Some of the important actions taken by the 
policy making body of the A.M.A., the House 
of Delegates, at its sessions in Denver will be 
reported in abstract, so that the members of 
our Association may be informed. Many of the 
actions adopted by this body can be used as 
guides in a direct or indirect manner by the 

constituent and county medical societies. 

The President of the American Medical Asso- 
ciation offered several constructive suggestions 
covering several avenues of action which were 
embodied in his annual report to the House. 
Those of noteworthy importance adopted by the 
House upon recommendation of the reference 
committee to which his report was assigned are 
as follows: 

1. That changes in the rules and regulations 
of the requirements of the Specialty Boards 
should be considered, so that a year or more 
of general practice should be one of the requi- 
sites for entering a specialty. It was recom- 
mended and adopted that a committee be ap- 
pointed by the Board of Trustees to confer with 
a committee from the Advisory Board for Medi- 
cal Specialties, and to report to the House at its 
meeting next June, the reactions to this sugges- 
tion. 

2. Commercialism in medicine was discussed 
in great detail by the President, and constituent 
societies were urged by be adamant in disciplin- 
ing members who persist in unethical practices. 

3. Component county societies were urged to 
establish more rigid ethical requirements for 
membership, even to the extent of formulating 
an entrance examination in medical ethics for 
each applicant for membership in that society. 

4. That all medical schools be urged to give 
lectures on medical ethics and medical traditions. 
The chapters of the Student American Medical 
Association can be potent factors in inculcating 
the doctrines of ethics during the training of the 
young physician. 

5. The House of Delegates went on record as 
disapproving various types of business arrange- 
ments between pharmacists and physicians such 
as was unearthed lately in Greater New York 
area. 

6. The imminent danger of socialization and 
socialized medicine being brought to us thru 
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sponsorship of the I.L.O. was emphasized, and 
the united support of the American Medical As- 
sociation and its members in helping the World 
Medical Association defeat the attempts of the 
I.L.0. body was urged and supported by the 
House of Delegates. 

In the report of the Reference Committee on 
Reports of the Board of Trustees, several items 
of intrest and importance were adopted, such 
as 

1. The public and professional relations of 
our Association are being strengthened and ex- 
panded by the establishment of laison with other 
professional and non-professional organizations. 

2. A search is being conducted for the acquisi- 
tion of suitable property by purchase to house 
the A.M.A. Washington, D.C. office. 

3. Approval was given, and the constituent so- 
cieties and members were urged to lend active 
support to the Reed-Keogh Bills which will be 
introduced into Congress again. These bills 
have our approval. They will affect pos- 
sibly 10 million self employed individuals, in- 
cluding physicians, permitting retirement pen- 
sions plans, with concomitant deductions in in- 
come tax during income producing years. 

4. Approval of the actions of the Board of 
Trustees in limiting the tenure of office for mem- 
bers of the Standing Committees of the House, 
according to a directive from the House at its 
June meeting, 1952. Hereafter no member can 
serve for more than two consecutive terms of five 
years each. 

5. A review of the extent and scope of the 
endeavors of the various Councils, Committees 
and Bureaus of the A.M.A., and under direction 
of the Board of Trustees were reviewed, and 
their reports adopted. These reports indicate 
varied types of projects under various spheres 
of activity. 

The recommendations received and adopted 
thru a reference committee from the Council on 
Industrial Health are noteworthy and should be 
mentioned. These are:—efforts.to bring the gen- 
eral practitioner into the industrial medical field 
as a practical method of solving the health prob- 
lems in thousands of small plants; identifying 
the work of this council more closely with indus- 
trial relation committees of the various state so- 
cieties; formation of a consulting committee to 
the Council to be concerned with occupational 
cancer; continuation and intensification of the 
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studies of the special health problems of older 
workers; mobilization of the best available ad- 
vice and consultation in the matter of good vision 
and hearing in industrial workers; and the pro- 
motion of the steps taken to set up working re- 
lations with the American Bar Association in 
the matter of providing more effective means of 
improving medicolegal relations in workmen’s 
compensation administration. 

With reference to further reports of the Board 
of Trustees and the Council on National Emer- 
gency Medical Service, the following were adopt- 
ed thru report of the appropriate reference com- 
mittee;— 

1. Endorsement of the continuation and ex- 
pansion of such civilian medical advisory com- 
mittees and boards as are necessary to insure 
that governmental medical plans and programs 
serve the best interest of the federal government 
and civilian medical care, and that the House of 
Delegates respectfully urge the President-Elect 
of the United States and appropriate department 
heads, when appointed, to take such action as 
may be required to effect the establishment of 
civilian medical advisory and coordinating com- 
mittees as a functioning part of such agencies 
as the Department of Defense, the National Se- 
curity Resources Board, the Office of Defense 
Mobilization, the Federal Civil Defense Admin- 
istration, and the Selective Service System. 

Furthermore, since the Board of Trustees and 
several State Resolutions were pointed toward the 
adoption of policies of American Medicine to- 
ward the Doctor-Draft Law which will expire 
July 1, 1953, many hours were spent in reference 
committee hearings on this subject. It was rec- 
ognized that there were many aspects to the 
problem and supply of medical services to our 
military personnel, and that the present Public 
Law 779, the so called doctor draft bill, has 
been found to contain, in practice, numerous 
inequities, so the Reference Committee attempt- 
ed to evolve some type of acceptable statement 
of policy for the House to adopt. It recognized 
the responsibility of American Medicine in this 
field, so that our profession must continue to 
support whatever measures are necessary to pro- 
vide essential medical care to the armed services. 
The House of Delegates recognized its responsi- 
bility in this sphere and adopted the following 
framework of policy within which the Board of 
Trustees and Officers may operate until the next 
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meeting of the House of Delegates. These di- 
rections to the Board of Trustees and to the 
Council on National Emergency Medical Service 
are as follows: 

1. To follow closely all developments, both 
national and international, which might affect 
the quantitative requirement of the armed forces 
for medical officers. 

2. To support legislation designed to provide 
the number of medical officers required to care 
adequately for the health needs of uniformed 
armed forces, which will, so far as consistent 
with the public interest, guard the following 
principles: 

A. Physical requirements for medical officers 
should be realistically revised to the end that 
physicians with physical defects be utilized with 
appropriate assignments. 

B. More effective recruitment methods should 
be developed for career personnel in military 
medicine. 

C. The greater use of civilian doctors of medi- 
cine and civilian hospital facilities, whenever and 
wherever feasible, in the care of both military 
and nonmilitary personnel and dependents of 
military personnel, should be encouraged. 

D. Since the total number of doctors of medi- 
cine available to the various governmental agen- 
cies and for the general health needs of the 
nation, is an irreplaceable pool of relatively fixed 
proportions, it must be utilized in the most eco- 
nomical and efficient manner. 

E. Conditions of service in the several gov- 
ernmental agencies should be sufficiently uni- 
form to avoid undue competition for medical 
personnel. 

F. Consideration should be given to an equit- 
able point system in the induction of doctors 
into the medical departments of the armed 
forces. 

G. In regard to the operation of the existing 
doctor-draft law, the President of the U. S. A. 
should be requested by the A.M.A. to defer any 
call-up of priority 3 physicians under Public Law 
779 until the Selective Service System and the 
Department of Defense have completed the 
processing of all physicians in priorities 1 and 2 
and have called to active military service all 
physicians in these groups except those very oc- 
casional individuals whose further deferment is 
essential to the nation’s health, safety and in- 
terest. 
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In answer to protests originating in various 
quarters at various times regarding the provisions 
for medical care of persons regardless of ability 
to pay, the House adopted the following prin- 
ciples: The prime object of the medical pro- 
fession is to serve humanity, regardless of reward 
or financial gain. Implementation of this prin- 
ciple has been a number of county medical so- 
cieties who have successfully conducted and 
publicized programs offering to provide the serv- 
ices of physician to anyone unable to pay. The 
House concurred in the suggestion of the Board 
of Trustees that such medical care programs be 
endorsed, that other constituent medical societies 
be encouraged to organize and promote similar 
campaigns embodying the principles of such 
programs, and that these campaigns be made 
known to the public thru every effective med- 
ium of communication. 

The report of the Special Committee appointed 
one year ago to study all phases of Federal 
Medical Services was available to a reference 
committee and to each member of the House. 
It is a very voluminous report, and is to long 
to publish in this report. It has been available 
as a separate publication since Jan. 1, this year. 

Long hours were spent in reference committee 
hearings, and in open floor discussion of the con- 
clusions contained in the report. Members of 
the House, representatives of the American Le- 
gion, and Admiral Boone, Chief Medical Director 
of the Veterans Administration, had the floor 
to present their ideas. Chief among the subjects 
for debate were (1) Medical and hospitalization 
benefits for veterans with non-service connected 
disabilities. (2) Medical and _ hospitalization 
benefits for dependents of service personnel, and 
(3) The transfer of seriously disabled service 
personnel from service hospitals to Veterans 
Administration installations. 


Actions on the first subject were as follows: 
1. A clear congressional definition of the extent 
of the government’s responsibility for furnishing 
medical care with particular reference to the 
treatment of veterans with non-service connected 
disabilities and the dependents of service per- 
sonnel (2). With reference to number 2, it was 
agreed that no action could be taken at this 
time, and that policies should be deferred until 
such time as present studies of this subject are 
completed. With respect to number 1, that is, 
hospitalization of non-service connected disabili- 
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ties, it was agreed that the Veterans Administra- 
tion should not provide benefits to veterans for 
non-service connected disabilities while they 
have in effect a prepaid hospital and/or medical 
care plan. These should be treated in civilian 
hospitals. The House concurred in the statement 
of the reference committee that (a) Veterans 
with peacetime or wartime service whose dis- 
abilities or diseases are service-connected or ag- 
gravated, and (b) Within the limits of existing 
facilities to veterans with wartime service suf- 
fer from tuberculosis or psychiatric or neuro- 
logical disorders of nonservice connected origin, 
and who are unable to pay expenses of necessary 
hospitalization; these two groups should be given 
fundamental consideration by the Veterans Ad- 
ministration for hospitalization in Veterans Faci- 
lities, and the limiting of hospital care for these 
two categories of patients is sound. On the other 
hand, it was stated that—“the provision of medi- 
cal care and hospitalization in Veterans Admin- 
istration hospitals for the remaining groups of 
veterans with non-service connected disabilities 
should be discontinued, and that the responsibil- 
ity for care of such veterans revert to the indi- 
vidual and the community, where it rightfully 
belongs.” This arrangement, however, cannot 
be met, without the cooperation of the Congress, 
the veterans organizations, and medical profes- 
sion. Therefore, the reference committee recom- 
mended to the House that the only honorable, 
equitable and reasonable way to approach this 
important problem would be for the A.M.A., 
the American Dental Association, the American 
Hospital Association, the Veterans Organizations, 
the Department of Defense, and the Veterans 
Administration to sit down together and try and 
reach reasonable conclusions for appropriate ac- 
tion from agreed upon data rather than to take 
any precipitatant action now. It can be said 
that a representative of the American Legion, 
in a prepared statement before the House of 
Delegates, gave a very clear statement of the 
position of th Legion in regard to the “chiselers” 
who are occupying beds in veterans hospitals 
with non-service connected disabilities, and of 
the willingness of the Legion to cooperate in an 
attempt to eliminate this evil. The House felt 
very encouraged to have these statements from 
the American Legion in support of its policy 
making with respect to non-service disability 


cases. With respect to item 3 above, it was 
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agreed that the principle of transferring seri- 
ously disabled service personnel from service 
hospitals to veteran administration installations 
should be continued, and that every effort be 
made to accomplish maximum implementation of 
this program. 

Other matters of interest to the profession 
adopted by the House are as follows: 

1. Accepted from the Council on Constitution 
and By-Laws numerous additions, deletions, 
changes of wording, etc., for the purpose of 
stream-lining the structure of the entire A.M.A. 
constitution and by-laws. Changes made are, 
for the most part, editorial and changes in for- 
mat, and not any important change in policy. 

2. Received a progress report of the study be- 
ing given by the Council on Constitution and 
By-Laws for the purpose of Re-evaluation of the 
Principles of Medical Ethics, so that these can 
be improved for the medical profession in gen- 
eral and for the Judicial Council in particular. 

3. Received and commended the Council on 
Medical Service for its report of its many activi- 
ties, together with the delineation of the activi- 
ties of its seven committees, in the many types 
of studies being made or completed with various 
aspects of medical care; from the pre-payment 
plans to the care of the indigent. 

4. Adopted the intent of several resolutions 
dealing with medical malpractice laibility in- 
surance, and directed the Board of Trustees 
delegate an appropriate Council or Bureau to 
make a continuing study of this problem and 
submit a progress report at its next meeting. 

5. Approved a resolution which disapproved 
programs of Participation in Scientific Experi- 
ments by Inmates of Penal Institutions. 

6. Approved a resolution directing the Board 
of Trustees thru its Commission for the Improve- 
ment of the Care of the Patient, to undertake 
a study of all phases of the training and avail- 
ability of persons in the nursing profession, in- 
cluding those in the practical or vocational field 
of nursing. 

7. The House of Delegates, after discussion, 
rejected the report of a reference committee and 
adopted in principle a resolution from Texas 
which urged the United States to withdraw from 
the International Labor Organization because of 
the avowed intention of this group to foster so- 
cialism upon this country, including medicine, 
by having the Senate of this country affix its 
confirmation to the L. L. O.’s Social Security 
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Program, and thus nullify our own Constitution 
by international treaty. 

8. The House approved a resolution endors- 
ing the creation of a Federal Department of 
Health with cabinet status. 

9. Approval was suggested to a contemplated 
proposal in the national Congress which, if pass- 
ed, will outlaw the function of the U. S. Senate 
to make treaty with an international authority, 
which, in effect, would supercede or be in con- 
flict with our own Constitution of the U. S. A. 

The members of our Association are referred 
to the Journal of the A.M.A., issue of December 
27, 1952, for a complete abstract of the pro- 
ceedings of the House of Delegates, pages 1676 
to 1707, wherein will be found many other items 
of interest not touched upon in this brief report. 

Respectfully submitted 
J. D. Hamer, M. D., Delegate 
Phoenix, Arizona 
s © nos 
FEDERAL AID TO MEDICAL 
EDUCATION 


A bill for federal aid to medical education was 
rejected by the Senate in the last Congress and 
sent back to committee. Similar legislation was 
never voted out by the House Interstate and 
Foreign Commerce Committee. Several medi- 
cal school authorities have testified at past hear- 
ings that large sums of money are needed to fi- 
nance the cost of medical education if the schools 
are to maintain high standards and increase en- 
rollment. The AMA contends that only if pri- 
vate and state support fails should schools look 
to the federal government for aid. Further, the 
Association believes federal assistance, if neces- 
sary, should be in the form one one-time con- 
struction grants for building and facilities, similar 
to the Hill-Burton hospital program. Bills on 
this subject will certainly be introduced again. 

AMA Washington Letter 
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MEMO TO BUSY PHYSICIANS 
By C. W. Dudding, Chairman, Executive 
Committee, Arizona Pharmaceutical Assn. 

Seems like laws and more laws are continually 
being enacted relative to the treatment of our 
sick and to the distribution of medicines for 
them. 

For instance, the federal law regulating the 
sale and distribution of foods, drugs and cos- 
metics. When the original measure was passed 
in 1906 the methods of treatment of patients 
was much as it had been for the past hundred 
years or more. We did not have any of the so- 
called new drugs of a little later date, such as 
the mercurials, the vaccines, the antitoxins, etc. 
The law dealt mainly with the galenicals which 
had been in use during the past. century. 

Then in 1938, the Congress saw fit to pass a 
new and broader measure, encompassing the ad- 
vances made in the medical sciences of that per- 
iod and providing also for a rule of regulative 
procedure, whereby an administrator, by regula- 
tion, enacted many other things for us to follow. 

This law was amended by the so-called Dur- 
ham-Humphrey bill, passed by the Congress in 
October, 1951. It became effective April 26, 
1952 on most items with an additional year, 
granted manufacturers, to comply with the new 
labeling restrictions. 

Our good friend (?) Oscar Ewing, Adminis- 
trator of the Federal Security Agency was sup- 
posed to promulgate regulations last February 
relative to the handling of certain drugs. He 
DID promulgate these regulations but, when the 
time came for their adoption he hesitated to 
make them operative. We are still awaiting the 
adoption of certain provisions and, in the mean- 
time, have only the law to guide us. 

Certain things we do know though and, by 
far of greatest importance to busy physicians 
and pharmacists, is the change in the law regard- 
ing prescriptions. Under the old statute it was 
necessary for the pharmacist to have a new pre- 
scription every time the patient asked for a re- 
fill. This prescription had to be in written form 
signed by the physician and applied to the so- 
called “safe” drugs as well as the dangerous 
drugs. 

The new law provided two classifications for 
drugs: lst. Those suitable for use only under the 
care of physicians. These had to be labeled 


“Caution; Federal Law prohibits dispensing ex- 
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cept on a prescription.” 2nd. Those drugs con- 
sidered “safe” for self-medication. The amend- 
ment made safety the criterion in determining 
whether a drug fell into the Rx category or 
otherwise. 

The new definition for a prescription provided, 
in addition to written Rxs, for those received by 
phone or orally and immediately reduced to 
writing by the pharmacist. It also provided 
that the AGENT of the physician could transmit 
the prescription as well as the physician. If 
the drug required was not in the “dangerous” 
category the pharmacist could re-fill it without 
authorization BUT if it was one of the so-called 
dangerous drugs it was necessary for the pharm- 
acist to contact his physicians for authorization 
to re-fill. 

Narcotics regulations continue in effect as they 
have been in the past, under the Harrison 
Act. 

NOW HERE’S THE RUB. You have been 
bothered no end during the past year with 
pharmacists calling you for that authorization. 
Doctor, its the law and WE just have to do it. 
This takes a world of YOUR time and in addi- 
tion, it also takes a world of the pharmacists 
time and causes the patient to waste a certain 
amount of his time as well. At times the pa- 
tient grumbles about the delay, wanting to know 
what the government has to do with his prescrip- 
tion. 

The solution to much of this is quite simple. 
There is a little boxed area on the bottom of 
practically every Rx blank that states “May be 
refilled —— times” or N.R. (non-repetatur). In 
going over many prescription files we find that 
only too few of you are making use of this space. 
Would it not be good for you and your patient 
at the time you write the original prescription, 
to indicate in that space, your future instruc- 
tions? In many cases you would be saved the 
necessity of phoned requests from your phar- 
macist, with the attendant loss of time. If you 
did not wish to have it relled, that portion of 
the box provided could be checked. 

Just in case there is no space provided on 
your particular blanks the problem could be 
solved by writing the initials “N.R.” if you do 
not wish it refilled, or the words “Refill — times.” 
Those instructions would be followed by your 
pharmacist and they are legally O.K. 

How about it? Can we count on you for this 
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assistance? Thanks so much for all of your co- 
operation and we hope you will bear with us 
when occasion demands that we must ask for 
refill approval. 

(Ve 


AMEF ‘52 FUNDS TOTAL MORE 
THAN $886,430 


Contributions to the American Medical Edu- 
cation Foundation in 1952 totaled more than 
$886,430. This includes an American Medical 
Association grant of $500,000 voted by the 
House of Delegates in December, 1951, at Los 
Angeles. In all, 6,739 contributions have been 
recorded from 6,697 individuals, 11 laymen and 
31 organizations. 

Distribution of Class A grants for the 79 medi- 
cal schools in the country was made in August 
. . . $15,000 for each of the 72 four-year schools; 
$7,500 for each of the six two-year schools, and 
$11,250 for one three-year school. 

Particularly encouraging . . . contributors up 
4,863 over 1951 . . . total receipts up $140,513 
over 1951. 

A.M.A. News Notes 


-~-—()—— 


AMA ENCOURAGES “MEDICAL 
CARE FOR ALL” PROGRAMS 


Medical societies were called upon to estab- 
lish programs providing the services of a physi- 
cian to anyone unable to pay for it at the AMA’s 
House of Delegates session in December. Since 
a number of county medical societies for several 
years have successfully maintained such pro- 
grams, the House resolution urged the American 
Medical Association to encourage constituent 
state medical societies “to organize and vigorous- 
ly promote similar campaigns embodying the 
principles of such programs.” Medical societies 
were urged to publicize such programs “through 
every effective medium of communication.” 

A.M.A. News Notes 


= ()—— 


DOCTOR-DRAFT LAW EXTENSION 


As a short-range problem at least, the doctor- 
draft law probably will present the medical pro- 
fession with an acute legislative issue this year. 
Last Congress, a few details were straightened 
out: the law was extended one year, to next July 
1; the $100 per month special pay was contin- 
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ued, and length of service was extended to 24 
months. Now the question is should the law 
be extended again? If so, what changes should 
be made? Also, are military doctors spending 
too much of their time on military dependents 
and civilians who might obtain medical care 
privately? The military planners maintain they 
need a doctor-draft law or similar compulsory 
machinery to meet requirements. AMA repre- 
sentatives are meeting with military officers and 
attempting to get the answers to some of these 
questions. Until more information is furnished 
by Defense Department, AMA’s official position 
neither supports nor opposes extension of the 
law. This is another subject that you will hear 
much about between now and next July 1, when 
the present doctor-draft law is scheduled to ex- 
pire. 
AMA Washington Letter 
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CIVILIAN MEDICAL CARE FOR 
ARMY PERSONNEL 


One of the most important and necessary serv- 
ices furnished the American soldier is adequate 
and timely medical care and treatment, includ- 
ing hospitalization. This service is provided for 
Army personnel in the United States generally 
by the various medical treatment facilities estab- 
lished at Army installations throughout the coun- 
try. There are many localtions, however, where 
Army or other federal medical activities are 
not available. In cases of this nature the military 
depend solely on civilian physicians, clinics, and 
hospitals. With the expansion of the Army and 
the development of Army personnel in practi- 
cally all points in the United States, either on 
duty, travel, or leave status, the continued co- 
operation of civilian physicians and agencies is 
of the utmost importance in providing adequate 
medical service to the U. S. soldier in time of 
need. This is particularly indicated in the Sixth 
Army Area, which includes the vast area of 
eight Western states. 

Certain criteria and procedures have been 
established in connection with furnishing med- 
ical service to Army personnel by civilians. 
These criteria define the conditions under which 
individuals of the Army may be authorized 
civilian medical care at government expense. 
These procedures include methods to obtain pay- 
ment for treatment and hospitalization of Army 
personnel by civilian medical agencies. 

Civilian medical care, other than elective, at 
the expense of the Army is authorized for Army 
personnel on active duty when these personnel 
are on a duty status or when they are absent 
from their place of duty if they are on authorized 
leave or authorized informal leave (pass) status. 
Applicants for enlistment in the Army also are 
authorized necessary civilian medical care at 
the expense of Army funds while they are being 
processed for enlistment or induction into the 
Army. Payment for medical expenses incurred 
by Army personnel who are absent without leave 
is not authorized. Such cbligations are the re- 
sponsibility of the individual concerned. 

Normally, civilian medical care for Army per- 
sonnel is authorized when there are no other 
federal medical treatment facilities available. 
First aid or emergency treatment is authorized 
at any time, notwithstanding the proximity of 
Army or federal medical treatment facilities. 
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Surgical operations should not be performed 
without prior approval of military authorities 
unless indicated as an emergency procedure. 


Medical care for dependents of military per- 
sonnel from civilian sources at Army expense is 
not authorized. Such obligations are the respons- 
ibility of the dependents concerned or their 
sponsors. 

Normally, local commanders will furnish the 
civilian medical agencies with prior written 
authority for ordinary medical care to Army per- 
sonnel under his jurisdiction. In such cases prior 
arrangements with the civilian medical agency 
will be made by the individual or by a proper 
military authority. Difficulties arising from civil- 
ian medical attendance usually originate with 
the emergency case. If the civilian medical 
agency is presented with an Army emergency 
case, it is of the utmost importance that the 
nearest military command be immediately noti- 
fied giving the individual’s name, organization, 
nature of illness or injury, and statement of the 
practicability of transporting the patient to an 
Army hospital. The civilian agency or physician 
then will be advised without delay as to pro- 
cedures to be followed. If such information is 
not satisfactory, the civilian agency may contact 
the Commanding General, Sixth Army, Atten- 
tion: Surgeon. 


Bills for authorized medical care and treat- 
men of Army personnel should be submitted to 
the Commanding Officer of the organization to 
which the patient belongs or to the military 
authority who provided authorization for the 
medical service. If the location of these indi- 
viduals is not readily known, or if such military 
commanders authorizing treatment have moved 
to another station, or if any other difficulties are 
encountered concerning payment, the invoice 
should be sent to the Commanding General, 
Sixth Army. The bill should show the full name, 
fank, and service number of the patient, place, 
and inclusive dates of treatment, diagnosis, and 
charges, all itemized separately. The duty status 
of the patient at the time of illness or injury 
also should be shown, such as duty, leave, or 
pass. Payment will be expedited if the following 
certificate is typed on the bill and signed: 


I certify that the above charges are correct 
and just; that payment therefor has not been 
received; that the services were necessary in 
the care and treatment of the person named 
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above; that the services were rendered as stated; 

and that the charges do not exceed those cus- 

tomarily charged in this vicinity. 

(Signature of Payee) (Title or Capacity ) 
ae 


FIRST WORLD CONGRESS ON 
FERTILITY AND STERILITY 


The First World Congress on Fertility and 
Sterility will be held on May 25-31, 1953, at the 
Henry Hudson Hotel in New York City. This 
Congress is sponsored by the International Fer- 
tility Association with the cooperation of the 
American Society for the Study of Sterility. 

Twenty-three scientific sessions are to be held, 
which will embrace the entire field of fertility 
and sterility, including sessions dealing with 
socio-economic factors, psychosomatic aspects, 
and artificial insemination. The sessions will be 
conducted in English, French and Spanish, with 
the use of earphones and simultaneous trans- 
lations, as in the United Nations meetings. 

In addition to the scientific sessions there will 
be medical round table discussions, question 
and answer periods, scientific exhibits and mo- 
tion pictures. 

It is anticipated that 1800 scientists from 51 
countries will attend the Congress making it the 
world’s largest medical meeting devoted to prob- 
lems of reproduction. This Congress will facili- 
tate the exchange of ideas and information 
among doctors from the various countries, deal- 
ing with the very latest findings in fertility 
studies. 

Since seats at the Congress will be at a 
premium, it is suggested that those who plan 
to attend write as soon as possible to the Chair- 
man of the Local Arrangements Committee, 
1160 Fifth Avenue, New York 29, New York, for 
advance registration. 

—_— wee 
HILL-BURTON HOSPITAL 


The Washington Office of the American Med- 
ical Association reports that as of November 1, 
1952, two new projects had been approved for 
Hill-Burton grants in the State of Arizona: 

Located at Phoenix—Good Samaritan—at a 
total cost of $1,198,162 including federal con- 
tribution of $487,500—to supply 100 additional 
beds. 

Located at Phoenix—Maricopa County—at a 
total cost of $247,000 including federal eontribu- 
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tion of $100,000—to supply 100 additional beds. 

Status of all Hill-Burton hospital construction 
in Arizona, including the above, is as follows: 

COMPLETED AND IN OPERATION: Seven 
projects at a total cost of of $3,340,501, includ- 
ing federal contribution of $1,182,516 and sup- 
plying 246 additional beds. 

UNDER CONSTRUCTION: Two projects at 
a total cost of $6,086,549, including federal con- 
tribution of $1,523,230 and designed to supply 
375 additional beds. 

APPROVED, BUT NOT YET UNDER CON- 
STRUCTION: Two projects at a total cost of 
$1,445,162, including $587,500 federal contribu- 
tions and designed to supply 200 additional beds. 

pa ind 
TAX DEDUCTIONS FOR 


RETIREMENT PLANS FOR 
SELF-EMPLOYED 


For more than ten years corporations have 
been allowed to establish pension funds for their 
employees out of tax-free money. Last year a 
concerted effort was begun to have the same 
privilege accorded the self-employed, including 
physicians. A limit of 10% of income or $7,500 
would be set on the amount to be placed in such 
funds annually, and the total could not exceed 
$150,000. Funds could not be withdrawn until 
death, retirement or disability, at which time tax 
would be paid on the money as received. 

Public hearings were held by the House Ways 
and Means Committee late in the session, but no 
action was taken by the Committee. Active in 
support of the plan, in addition to the AMA, 
were the American Dental Association, the Amer- 
ican Bar Association and a number of other 
groups representing the self-employed. During 
the Congressional recess much educational work 
was done with Representatives and Senators on 
this subject. 

AMA Washington Letter 
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Womans AUXILIARY 
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WE HAVE HOMEWORK TO DO 


On November 4th, 1952, the American people 
aroused from the dangerous apathy which had 
held them enslaved for twenty years. They went 
to the polls and demanded a change. They got 
a change, in the political party — but will they 
continue to fight for a change in the important 
issues—a return to good Government of, by and 
for the people; personal integrity in Government 
officials and restoration of the Freedoms and 
Liberties handed down to us by our forefathers 
when they founded our Republic on the Decla- 
ration of Independence and the Constitution of 
the United States? 

This was the question embodied in the mes- 
sages of the two guest speakers at the 9th Annual 
Conference for Presidents and Presidents-elect 
of State Auxiliaries to the American Medical 
Association, in Chicago, November 6th and 7th. 

Arthur L. Conrad, President of the Heritage 
Foundation Printing Company, told us in no un- 
certain terms that, “As women we needed to do 
some housecleaning in the schools of our Nation. 
Socialism is rampant in the textbooks our chil- 
dren study and among the teachers who instruct 
them. They are no longer being taught the 
fundamental principles of Americanism. It is 
our duty,” Mr. Conrad said, “to know what is 
being taught in our schools. We should insist 
on a high moral standard of Education so that 
our children may learn to choose good from evil. 
We should demand that every textbook teach 
loyalty to our Government and the importance 
and dignity of the individual in that Govern- 
ment. There is an ideological battle going on 
today in our American Schools for the hearts, 
minds and souls of our youth, which stems di- 
rectly from the Kremlin. It is masked and in- 
sidious, but none-the-less potent. Stalin. is con- 
centrating on the youth of the world. His plan 
is 150 years old, as old as the Comunist Mani- 
festo, and he is sure that time will see its ful- 
fillment.” 

One of the books being taught to 7th and 8th 
grades in the schools throughout our land is 
“We Are the Government” by Mary Elting, an 
avowed member of the Communist Party. Is your 
child studying this book? Don’t you think you 


should find out? Let’s see if our Arizona schools 
have a clean slate. 

The following books were suggested as 
“MUSTS” on the reading list of all true Ameri- 
cans and ones that should be on the library 
shelves of every school, to be read and studied 
by our young people. 

“Remember These Things” by Paul Harvey; 
“The Key to Peace” by Clarence Manion; “Re- 
vitalizing a Nation’ by Douglas MacArthur; and 
Compulsory Health and the Welfare State” by 
Melchoir Palyi. These books have been written 
for Americans by Americans and tell us what is 
happening to our great country and where we 
are heading—unless we begin to fight for our 
Freedom as did the Minute Men of 1776! They 
may be ordered through the A. M. A. Office, 
535 N. Dearborn St., Chicago 10, Illinois. 

Mrs. Oscar Ahlgren, National President of the 
General Federation of Women’s Clubs, brought 
out in her stirring address, ‘that women should 
take time out for thinking on problems of Na- 
tional importance. They have been given the 
credit for getting the large vote to the polls. 
Now they must be the ones to convince people 
that our Freedom must be won by each genera- 
tion, that it cannot be taken for granted and 
that it is so easily lost if we are not constantly 
vigilant. Our children must be taught to love 
God and Country above all else and to know that 
our Constitution is not on trial, as the Com- 
munists would have them believe. It has been 
proved. We are the envy of the world, for in 
our consitutional rights are embodied all the 
things that peoples of war-torn, dictator ruled 
countries long to have. Yet in their envy they 
would drag us down to their level. This we must 
not let them do!” 

Mrs. Ahlgren gave us these five attributes to 
live by and to pass on to our children: 

1. Appreciation—for all the good things we 
enjoy as Americans. 

2. Friendliness—toward all peoples, regard- 
less of race, creed or color. | 

3. Ambition—for the general welfare—others 
as well as self. 

4. Responsibility—to Home, Church, School, 
and Country. 

5. Spirituality—to promote a religious renais- 
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sance to bring us back as a Nation to God. 


Being a proud citizen of Indiana, as well as 
a citizen of the world, she quoted often from the 
legendary Hoosier Philosopher, Abe Martin, who 
says, “The reason a lot of parents ain’t leadin’ 
their children along the right road, is ‘cause they 
ain't going that way themselves.” Are we on 
the right road? The road that leads to good 
citizenship in the best country on earth? To 
quote from Paul Harveys book, “It is not easy 
to be a good citizen in a free country. The good 
citizens out-number the bad, but the bad ones 
are busier.” 


Let’s get busy too! Let’s do our Homework. 
Remember! We voted for a change—we must 
make it work so that our children may have a 
bright future. 


For a complete report of the Conference, read 
your December BULLETIN. 


Mrs. George S. Enfield 
President-elect 


Phoenix, Arizona 
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OSTEOPATHS TURNED DOWN AT 
BALLOT BOX 

Dr. L. Fernald Foster, secretary of the Mich- 
igan State Medical Society, had this to say re- 
cently on the osteopaths’ losing fight to get a 
foot-hold in the municipal hospital at Bay City: 

“The first attempt in Michigan, if not in the 
United States, to gain entrance into an accred- 
ited, registered municipal hospital was boldly 
tried by osteopaths of Bay City through a pro- 
posed amendment to the city charter. This 
brazen bid for greater privilege and power, with- 
out the necessary background or education to 
back it up, was roundly defeated three to one 
by the voters of Bay City. The people, on Nov- 
ember 4, cast 14,526 votes against the proposal, 
with only 5,633 in favor of the osteopathic 
scheme. The proposal failed in every precinct 
of Bay City. 

“A review of this experience is being made 
and will be available upon request to any com- 
ponent society where a similar problem may 
arise.” 

Secretary's Letter 
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Front View of Glendale Clinic 


Emergency Room 





X-Ray Room 


Dr. Fulk and two of his assistants 
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MURL E. FULK, M.D. 
PHYSICIAN and SURGEON 
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Lateral 16 and Glendale Ave. Glendale, Arizona 





XUM 





2 nd Lt. 
Joseph C. Rodriguez 


US. Army 


Medal of Honor 








Sess YARDS TO GO. From 
atop the hill, near Munye-ri, Korea, the enemy 
suddenly opened up a withering barrage. The 
squad was caught; Red mortars began zero-ing 
for the kill. Lieutenant Rodriguez (then Pfc., 
with only seven months service) broke loose 
and dashed up the fire-swept slope, throwing 
grenades. Disregarding the fire concentrated 
on him, he wiped out three foxholes and two 
gun emplacements. Alone, he accounted for 15 
enemy dead, led the rout of the enemy, and 
saved the lives of his squad. 


“When you have to take chances to reach an 
objective, that’s O.K.,” says Lieutenant Rod- 
riguez. “But when you can find a surer way to 
your goal, so much the better. 





“That’s why I was glad when I heard that peo- 
ple like you own nearly 50 billion dollars in 
U. S. Defense Bonds. I believe that a strong, 


peaceful America is our objective. And the sure 


way to reach it is through backing our strength 
1”? 


with your strength by investing in Bonds! 


* * x 


Now E Bonds earn more! 1) All Series E Bonds 
bought after May 1, 1952 average 3% interest, com- 
pounded semiannually! Interest now starts after 6 
months and is higher in the early years. 2) All ma- 
turing E Bonds automatically go on earning after ma- 
turity—and at the new higher interest! Today, start 
investing in better-paying United States Series E De- 
fense Bonds through the Payroll Savings Plan where 
you work or the Bond-A-Month Plan where you bank! 


Peace is for the strong! 
. For peace and prosperity save with US. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication 
én cooperation with the Advertising Council and the Magazine Publishers of America. 
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Telephone 


Medical Arts Bldg. 
ALpine 8-1601 


543 E. McDowell Rd. 
PHOENIX, ARIZONA 


“lhe Diaguostic Laboratory 


A Complete Analytical and Laboratory Service To The Medical Profession of Arizona 











—— 


Protein Bound Iodine Streptolysin Titres Radiography 
Blood Cholinesterase Rh Antibody Titres Pelvimetry 
17-Ketosteroids Quantitative Serology Electrocardiography 


Corticosteroids 
Phophatases 


Vitamin Determinations 


Blood Volume 
Blood pH Values 
Electrolytes 
Toxicology 
Autopsies 


Papanicolaou Stains 
Liver Function Tests 


Heterophile Titres 
Autogenous Vaccines 
Hematology 
Bacteriology 
Parasitology 

Gastric Analysis 
Friedman Tests 

Frog Pregnancy Tests 
Mycology 

Enzyme Chemistry 
Spectroseopic Analbysis 


Basal Metabolism 
Vital Capacity 
Salpingograms 
Cholecystograms 
Bronchograms 

Gall Bladder Series 
G.I. Series 
Pyelograms 
Myelograms 
Cystograms 
Electrometric Analysis 


Porphyrins 





— = 





Douglas D. Gain, M.D. Ernest H. Price, M.D. George Scharf, M.D. 
*@ Diplomate, American @ Diplomate, American <® Diplomate, American 
Board of Radiology Board of Radiology Board of Radiology 


Maurice Rosenthal, M.D. 
Diplomate, American 
Board of Pathology 














‘SANATORIUM AND REST HOMES DIRECTORY 














BUTLERS REST HOME 


® Bed Patients and Chronics. 
@ Excellent Food. 

e Television. 5 

802 N. /th St. Phoenix, Arizona 
Telephone AL 3-2592 


LA SIESTA LODGE 


A clean and comfortable Rest Home 
1032 E. Camelback Rd. — Phoenix, Arizona 
Telephone AM 6-7473 














LOMA LINDA REST HOME ARIZONA HOME FOR AGED 


Miss Ione Wilson, Director 


e A Clean and Comfortable Home 
For 

e Convalescents and Aged. 

© Home-cooked food. 

e Private and Semi-Private Rooms. 

e Excellent Care. 


Telephone ALpine 2-2095 


2316 S. 22nd Ave. — Phoenix, Arizona 


(Mr. and Mrs. W. G. Maulsby, Managers) 


® Quiet and Home-like. 
e Home Cooking — Special Diets. 


@ 24 Hour Nursing Care. 


Telephone Glendale 8256 
3101 West Northern Ave. Phoenix 
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SANATORIUM DIRECTORY 











LIVERMORE SANITARIUM 





Information and circulars upon request. 


Address: O. B. JENSEN, M.D. 


LIVERMORE, CALIFORNIA 
Telephone 313 











GENERAL FEATURES 
1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Superintendent and Medical Director 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


¢ The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small | 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


CITY OFFICES: 


SAN FRANCISCO OAKLAND 


450 Sutter Street 1624 Franklin Street 
GArfield 1-5040 GLencourt 1-5988 














SANATORIUM AND REST HOMES DIRECTORY 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 


PHOENIX, ARIZONA 


HILLCREST SANATORIUM 


Cheerful Private Rooms 
Excellent Food 
Homelike Atmosphere 
Reasonable Rates 


North 3rd and Adams 
Tucson, Arizona 


Phone 4-1562 








MARICOPA REST HOME 


Luella Baker — Manager 


e Bed Patients 
@ Home Like 
e Diets a Specialty 
® Quiet Surroundings 
Telephone ALpine 3-3249 
2048 W. Maricopa Phoenix 











THIS SPACF FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 
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SANATORIUM AND REST HOME DIRECTORY—(Cont’d) 

















ALCOHOLISM 
VALLEY OF THE SUN REST HOME 
There is, today, a rapidly increasing, nation-wide 
awareness of alcoholism as a disease, as a major health PHOENIX, ARIZONA 
problem and as a responsibility of the medical pro- 
tession. 126 W. Maryland AMherst 5-3055 
Physicians throughout the country are recognizin Bed Patients — Convalescents 


the need of special facilities for the proper care an 
treatment of the victims of this disease. 


In THE FRANKLIN Phoenix has a modern center 


Accommodations for Aged and Confused 








for care and treatment of acute and chronic cases 
ef elechelion. THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
All ae y + —, po a is under the wnte to 
supervision of a licensed physician. Patients may 
retain their own physicians or may be attended by a ARIZONA MEDICINE 
staff physician of THE FRANKLIN. 426 Heard Bldg. 


Nursing care is continuous, 24 hours a day, under Phone ALpine 2-4884 
supervision of a registered nurse; with a staff of un- PHOENIX, ARIZONA 
derstanding, experienced people. 





Hospital License No. 68 


“he a mS «ia 2b ans a 


24 Hour Nursing Service 


Quiet and Home-Like 





ALCOHOLIC PROBLEMS - EXCLUSIVELY 
367 N. 21st Ave., Just Above Van Buren 




















Telephone ALpine 3-4751 2919 East Granada Rd. — Phoenix, Arizona 
Phoenix, Arizona Phone BRidge 5-5516 
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CHARLES W. THOMPSON, M.D., F.A.C.P., Director 
CLIFTON H. BRIGGS, M.D., F.A.C.S., Associate Director 
ETHEL FANSON, M.D, CARLOS |. SACASA, M.D. 


DOUGLAS R. DODGE, M.D. HERBERT A. DUNCAN, M.D. PASADENA CALI FO RNIA 
KENNETH P. NASH, M.D. 





XUM 





Vol. 10, No. 1 





ARIZONA MEDICINE 





XXIII 


EE 
SANATORIUM AND REST HOME DIRECTORY—(Cont'd) 











GLENDALE NURSING HOME 


Arizona’s newest, modern nursing home for 
the convalescence and recuperation of non-con- 
tagious conditions. Designed and built espe- 
cially for this type patient. 

e 24 Hour Nursing Care 
@ Special diets. Quiet. 
Located: Lat. 16% North of E. Glendale Ave. 
Glendale — Phone Glendale 7064 
Margaret C. Bonnie, R.N. 


DESERT REST HOME 


(Convalescent) 


Ray and Ruth Eckel 
Proprietors 


409 E. Townley Avenue Phone AM 6-2049 


Phoenix, Arizona 








HIGHLAND MANOR 

(Mr. & Mrs. Marley Karns) 

®@ Convalescent. 

e Personalized Diets. 

e 24 Hour Nursing Care. 

e Located in a Quiet Zone. 

1411 E. Highland Ave. Phoenix, Arizona 

Telephone AM 5-2552 








EVANS REST HOME 


5255 N. 43rd Avenue, Glendale, Arizona 
Telephone ALpine 4-6511 or Glendale 8335 
Ethical — Efficient 
24 hour care for YOUR patients 
Any non-contagious case treated as you direct 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








HOSPITAL DIRECTORY 


OCOTILLO CONVALESCENT HOME 


® Convalescent Cases 
® Quiet & Restful 

e 24 Hour Nursing 
@ Best of Food 

@ Diets 


3434 E. McDowell Road — Phone BRidge 5-0462 
Phoenix, Arizona 








| Stork’s Nest Maternity Lodge 


(Licensed and Certified. A-l Rating) 
Complete service for mother and infant. 
New. Recently opened to the public. 
24 hour service. Quiet and homelike. 
ag = a equipped to give safe delivery of 

babies. 

Trained staff. Inspection invited. 
Private and semi-private rooms. 

North Central Ave. near Northern 

Phone 471 — Glendale, Arizona 


DRUGGIST DIRECTORY 











NICHOLL’S 
PRESCRIPTION PHARMACY 
New—Bigger—More complete than ever 


After Hours Call us for Emergency Prescriptions. 
BR 6-2844 


Ph. BR 6-0093 or BR 6-0924—Phoenix, Arizona 
5843 S. Central (at Southern) 














SOLANO PHARMACY 


7tth Ave. & Bethany Home Rd. — CR 4-2452 


MELROSE PHARMACY 


4320 N. 7th Ave. “ AM 5-8411 
PHOENIX 















ALpine 3-2148 


© ‘ 
DRUG CO. y 2 


_Central Ave. at McDowell 
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DIRECTORY 











WAYLAND’S 


Ww 


Wayland’s Prescription Pharmacy 
13 E. Monroe Street 
Phone ALpine 4-417] 


PHOENIX, ARIZONA 


Ww 


FREE DELIVERY 








MARTI BRUCE CA. 


28 Registered Pharmacists 


Casa Grande 


Tucson 




















PRESCRIPTION 


Complete line of 
Ilospital Beds, Crutches, Trusses and 


Surgical Garments 


THE PRESCRIPTION SHOP 
45 East Broadway Phone 3-4701 
TUCSON 


D. F. Scheigert L. J. McKenna 











CREIGHTON PHARMACY 
Telephone BR 5-2441 
2345 E. McDowell Rd. — Phoenix, Arizona 


CHARLES E. BILL M. GERTRUDE BILL 














COLLINS DRUG STORE 


(Prescriptions) 
115 W. Van Buren Tolleson 


Telephone ALpine 4-2353 











FAIRMONT PHARMACY 
Telephone BRidge 5-1331 


Phoenix 


3231 E. McDowell Rd. 














JOHNS DRUG CO. 
“PRESCRIPTIONS” 


3444 E. Van Buren — Phone BR 5-1161 


Phoenix, Arizona 
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LL 





Open 9:00 A.M.—11:00 P.M. 
We Deliver 


BLUE CROSS PHARMACY 
PRESCRIPTION SPECIALISTS 


1924 East Van Buren 
Surgical Appliances — Private Fitting Room 


Call ALpine 2-1123 





FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 











FOURTH AVENUE PHARMACY 


J. W. Holloway, Prop. 
Free Delivery Service Within Radius of 8 Miles. 
Try Us and See 
Cor. E. 6th St. and 4th Aye. — Phone 4-1182 
Tucson, Arizona 


THIS SPACE FOR SALE 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone 2-4884 


PHOENIX, ARIZONA 














Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 


(Free Delivery) 
ARIZONA 





TUCSON 





NATIONAL PHARMACY 
Prescriptions 
Phone 2-2412 


Tucson, Arizona 


340 Ajo Way 








MONTE BLISS 


Frontier Village Drug Store 
“Your Reliable Neighborhood Prescription Pharmacy” 


1700 N. Maple Blvd. Phone 5-5252 
Tucson, Arizona 


THIS SPACE FOR SALE 


ARIZONA MEDICINE 


426 Heard Bldg. 


Phone ALpine 2-4884 
PHOENIX, ARIZONA 








SUNNYSLOPE PHARMACY 
REXALL DRUGS 


8946 N. 7th St. — Sunnyslope 
Telephone AMherst 6-8363 


Sunset Pharmacy — 1609 E. Indian School Rd. 





STONE AND 3RD PHARMACY 
749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. ew = ha 5-3102 








FLORES & SON 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 


Tucson, Arizona 





MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 





WOOD’S PHARMACY 


Prescription Pharmacists 
100 Washington Street 
Peoria, Arizona 





ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 


Phone 188 Prescott, Arizona 








JOHNSON’S DRUG STORE 
PRESCRIPTIONS 


“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 














PULLINS 
Prescriptions 
400 E. Glendale 
Phone Glendale 9848 
Glendale, Arizona 
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DRUGGISTS’ 


DIRECTORY 











CAMPBELL DRUG CO. 
1007 N. 7th St. — Phone AL 3-1992 
Phoenix 
“See our separate Liquor Dept.” 








CAPITAL DRUG STORE 
“Prescriptions” 
1646 W. Jefferson Phoenix 
Phone AL 4-1616 





Where Your Doctor Speaks and Your Druggist Serves 


SIMON’S DRUGS 


Prescriptions @ Hospital Supplies e Sick Room 
Supplies e Pharmaceuticals @ Baby Needs 
Trusses @ Crutches @ Abdominal Supports 
2829 W. Van Buren—Phones AL 3-8411 - AL 8-2106 
Phoenix, Arizona 


Ample Parking Space — City-wide Free Delivery 








TEMPE DRUG CO. 


A. J. Duncan, Prop. 
Prescriptions 
601 Mill Ace. WOodland 7-5533 


Tempe, Arizona 





THIS SPACE FOR SALE 
ARIZONA MEDICINE 


426 Heard Bldg. Phone ALpine 2-4884 
PHOENIX, ARIZONA 














EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
Phone 4587 
Mesa, Arizona 








THIS SPACE FOR SALE 


ARIZONA MEDICINE 
426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








LAIRD & DINES 
The REXALL Store 


Reliable Prescription Service 
Tempe 422 Mill Ave. & Sth 


Tempe, Arizona 





MacALPINE 


DRUG CO. 


{ complete line of ... 
PHOTOGRAPHIC SUPPLIES 
COSMETICS 
LIQUOR AND 
PRESCRIPTION DEPT. 


Prompt FREE delivery 


2303 North 7th St.. 
PHOENIX, ARIZONA 


phones: ALpine 4-2606 


or ALpine 2-1573 


KX THE REXALL STORIE 

















PHOENIX’S 
NEWEST DRUG STORE 


Prescriptions - Sundries - Fountain 


DIERDORF PHARMACY 
2315 N. 24th Street — BRidge 5-5212 
(Food King Shopping Center) 
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DOCTORS’ DIRECTORY 











DOCTORS DIRECTORY ESTABLISHED 
1920 
ALpine 3-4189 
Emergency calls given special attention We will 


locate your doctor before or after office hours. 
BERTHA CASE, R. N., Director 


ADA JOY CASE 


1541 East Roosevelt 
Phoenix, Arizona 





DOCTOR’S CENTRAL DIRECTORY 


Minnie C. Benson R.N., Manager 
24 Hour Service 
Phone 5-1551 — E. Hedrick Dr. 
Tucson, Arizona 
Established In 1932 





Telephone Answering Message Service 








PHYSICIANS’ BUREAU 
PHONE AMbherst 6-1291 


347 E. Mariposa Phoenix, Arizona 


GENERAL 


Message and Reminder Service 
ALpine 8-2521 
24 Hour Confidential Service — Bonded 


128 N. Ist Ave. — Phoenix, Arizona 








MINERAL WE 


LLS DIRECTORY 





Guckhoru 


27 Private Baths — 8 Whirlpool Baths 
9 Massage Rooms 

2 Lounge Rooms 

10 Acres Beautiful Grounds 


Open 8 a.m. to 8 p.m. Daily 


Natural Hot Mineral Baths 


(7 mi. East on Apache Trail 
Phone Mesa 7316 — Mesa, Arizona 





AMBULANCE SERVICE DIRECTORY 





ARIZONA’S FINEST 
Charter 
And Ambulance Service 
Phone BRidge 5-5302 — Day or Night 


ARIZONA AIRMOTIVE 
Phoenix Sky Harbor 


DESERT BATHS 
Hot Mineral Water Baths 


Massage 7 Lodging 


7 Mi. East of Mesa, Arizona 


Route 2, Box 311 — Mesa 





X-RAY COMPANY 


GENERAL ELECTRIC CO. 
X-RAY DEPARTMENT 


FOR SALE 


Brand new four‘drawer film filing cabinets. 
Available for immediate delivery. General Electric 
X-Ray, ALpine 4-0181, ask for Mr. M. A. Schroeder. 











MEDICAL BOOKS 


NURSES’ DIRECTORY 








ROBERTA DAVEY HALL 
MEDICAL BOOKS 
Of All Publishers 


PROMPT HANDLING OF ALL ORDERS 
To order: Telephone AMherst 5-1062 
40 East Rose Lane 
Phoenix, Arizona 








DISTRICT NO. 1 


ARIZONA STATE NURSES ASS’N 


MRS. MARJORIE E. KASUN, R.N., 
Registrar 

Nurses’ Professional Registry 

Ph. ALpine 4-4151 


711 East Monroe Phoenix 
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PHYSICIANS’ DIRECTORY 
NEUROLOGY and PSYCHIATRY 











OTTO L. BENDHEIM, M.D. 
NEUROLOGY and PSYCHIATRY 
1515 North Ninth Street Practice Limited To Psychiatry and Neurology 


PHOENIX, ARIZONA 753 E. McDowell Rd. — Phone ALpine 8-2241 


Certified by American Board of ae 
Psychiatry and Neurology a 


ROBERT L. BEAL, M.D. 





Plastic and Reconstructive Surgery 








THIS SPACE FOR SALE 








FOR INFORMATION AND RATES HOWARD C. LAWRENCE, M.D. 
welts to Diplomate of the 
ARIZONA MEDICINE American Board of Plastic Surgery 
426 Heard Bldg. 709 Professional Building 
Phone ALpine 2-4884 15 E. Monroe Street Phone ALpine 8-4101 
PHOENIX, ARIZONA Phoenix, Arizona 
NEUROLOGICAL SURGERY ANESTHESIOLOGY 
THIS SPACE FOR SALE LOUISE BEWERSDORF, M.D. 
FOR INFORMATION AND RATES F. A. C. A. 
write to 
ANESTHESIOLOGY 


ARIZONA MEDICINE 
208 West Glenrosa 
426 Heard Bldg. 


Phone ALpine 2-4884 Phone AMherst wees ALpine 38-5101 
PHOENIX, ARIZONA Phoenix, Arizona 


UROLOGY 








THIS SPACE FOR SALE W. G. SHULTZ, M.D., F. A. C. S$. 
FOR INFORMATION AND RATES ' : 
Diplomate of The American 











write to Board of Urology 
ARIZONA MEDICINE E. R. UPDEGRAFF, M.D. 
426 Heard Bldg. 
Phone ALpine 2-4884 1010 N. Country Club Road 
PHOENIX, ARIZONA 
Telephone 5-2609 Tucson, Arizona 
PAUL L. SINGER, M.D., F. A. C. S. DONALD B. LEWIS, M.D. 
Certified American Board of UROLOGY 
UROLOGY Certified by the American Board of Urolegy 

1313 N. Second Street Phone ALpine 3-1739 123 So. Stone Ave. Phone 2-7081 


PHOENIX, ARIZONA Tucson. Arizona 


























Vol. 10, No. 1 ARIZONA MEDICINE XXIX 


—e——————————————————————————————— 


PHYSICIANS’ DIRECTORY 
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UROLOGY—(Cont’d.) INTERNAL MEDICINE 
ROBERT H. CUMMINGS, M.D. J. REICHERT, M.D. 
Diplomate of the General Practice 
American Board of Urology CARDIO VASCULAR DISEASES 
808 Professional Building ELECTROCARDIOGRAPHY 
15 East Monroe Phone ALpine 4-3577 303 W. McDowell Rd. — Office Phone ALpine 4-7028 
Phoenix, Arizona Phoenix, Arizona 











THIS SPACE FOR SALE 


ROBERT S. FLINN, M.D. FOR INFORMATION AND RATES 
INTERNAL MEDICINE wills to 
CARDIOLOGY and ELECTROCARDIOGRAPHY ARIZONA MEDICINE 


1118 Professional Building 


Phone ALpine 4-1078 
Phoenix, Arizona 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 








KENT H. THAYER, M.D. 


JESSE D. HAMER, M.D. co A a P. 
F. A. C. P. INTERNAL MEDICINE 
Diplomate of the 
INTERNAL MEDICINE American Board of Internal Medicine 
CARDIOLOGY ROBERT H. STEVENS, M.D. 
Suit 910 Phoenix INTERNAL MEDICINE ALLERGY 
15 E. Monroe St. Arizona 1313 N. Second St. Phone ALpine 4-8841 


Phoenix, Arizona 








FRANK J. MILLOY, M.D. JOSEPH BANK, M.D. 
F. A. C. P Diplomate of 
ee American Board of Internal Medicine 
INTERNAL MEDICINE American Board of Gastroenterology 
611 Professional Building GASTROENTEROLOGY, GASTROSCOPY 
Phone ALpine 4-2171 800 North First Avenue Phone: ALpine 4-7245 


Phoenix, Arizona PHOENIX, ARIZONA 








ROBERT E. RIDER, M.D. DAVID M. MARCUS, M.D. 
INTERNAL MEDICINE INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 
1850 N. Laurel Avenue — Phone ALpine 4-7970 
Del Sol Hotel Bldg. Phone 3-3721 


Yuma, Arizona Phoenix, Arizona 
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ORTHOPEDIC SURGERY 





GEORGE L. DIXON, M.D. 


PHILIP G. DERICKSON, M.D. 
ORTHOPAEDIC SURGERY 


Diplomates of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 





GEO. A. WILLIAMSON, M.D., 
F.A.C.S. 


LEO L. TUVESON, M.D. 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone ALpine 2-2375 
PHOENIX, ARIZONA 








ROBERT E. HASTINGS, M.D., 
F.A.C.S. 
Diplomate American Board of Orthopaedic 
Surgery 
ROBERT W. WEBER, M.D. 
ORTHOPAEDIC SURGERY 


1014 N. Country Club 
TUCSON, ARIZONA 





STANLEY S. TANZ, M.D., F.A.C.S, 
ORTHOPAEDIC SURGERY 


Diplomate American Board of Orthopaedic Surgery 


2530 East Broadway Telephone 5-0114 
Tucson, Arizona 





HOSPITAL 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 


H. B. LEHMBERG, M.D. 
J. T. O’NEIL, M.D. 


Casa Grande Clinic Phone 4495 


Casa Grande, Arizona 





CHILDREN’S DISEASES 





WM. F. SCHOFFMAN, M.D. 
CECILIA H. SHEMBAB, M.D. 
JOHN R. KEEFREY, M.D. 
DOCTORS BUILDING 


316 W. McDowell Rd. — Telephone ALpine 4-7287 
Phoenix, Arizona 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
ARIZONA MEDICINE 


426 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





CLINIC 





NELSON CLINIC 
D. E. NELSON, M.D. 
A. H. ERICKSON, M.D. 


503 Fifth Avenue 
SAFFORD, ARIZONA 











SUN VALLEY CLINIC 


84 North Macdonald 


MESA, ARIZONA 
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PHYSICIANS’ DIRECTORY 











PROCTOLOGY ALLERGY 
WALLACE M. MEYER, M.D. E. A. GATTERDAM, M.D. 
PROCTOLOGY ALLERGY 

903 Professional Bldg. 15 E. Monroe St., Professional Bldg. 
Phone ALpine 2-2822 — ALpine 3-4189 Office Hours: 11 A. M. to 5 P. M. 
Phoenix, Arizona Phoenix, Arizona 








MALIGNANT DISEASE 





FOR cane = AND RATES F.A.C.S. F.I.CS. 
ARIZONA MEDICINE Diplomate American Board of Surgery 
426 Heard Bldg. Cancer and Allied Diseases 
Phone ALpine 2-4884 608 Professional Bldg. Phone ALpine 4-1973 


PHOENIX, ARIZONA 
Phoenix, Arizona 











DERMATOLOGY 
; THIS SPACE FOR SALE 
GEORGE K. ROGERS, M.D. FOR INFORMATION AND RATES 
DERMATOLOGY write to 
Diplomate of American Board of ARIZONA MEDICINE 
Dermatology and Syphilology 
Phone ALpine 3-5264 m.... oo ih 
105 W. McDowell Road Phoenix, Arizona 0! et 


PHOENIX, ARIZONA 





PATHOLOGICAL LABORATORIES 














THIS SPACE FOR SALE Professional X-ray and Clinical 
FOR INFORMATION AND RATES Laboratory 
write to Successor To 
PATHOLOGICAL LABORATORY 
ARIZONA MEDICINE 507 Professional Bldg. 
426 Heard Bldg. Sseiie didbhinn 
Phone ALpine 2-4884 Phone ALpine 3-4105 
PHOENIX, ARIZONA R. LEE FOSTER, M.D., Director 
G. 0. HARTMAN, M.D. MEDICAL CENTER LABORATORY 
PATHOLOGICAL LABORATORY 1080 0. Geel & 
20 E. Ochoa St. Phone: 3-4861 Phoenix, Arizona 
TUCSON, ARIZONA W. Warner Watkins, M.D., Director 
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PHYSICIANS’ DIRECTORY 
EYE, EAR, NOSE and THROAT 





DUNCAN G. GRAHAM, M.D. 
EYE, EAR, NOSE and THROAT 
Certified by American Board of Otolaryngology 


114 West Pepper Street 


Mesa, Arizona 


BERNARD L. MELTON, M.D. 
F.A.C.S., F.I.C.S. 
EYE, EAR, NOSE AND THROAT 


Certified by American Board of Ophthalmology 
Certified by American Board of Otolaryngology 
Certified by International College of Surgeons 


605 Professional Bldg. Phone ALpine 3-8209 
PHOENIX, ARIZONA 








JOHN J. McLOONE, M.D. 


Diplomate American Board of Otolarynogology 


OTORHINOLARYNGOLOGY 
BRONCHOESOPHAGOLOGY 


316 W. McDowell Rd. — Phone ALpine 2-1865 
Phoenix, Arizona 





JOHN S. MIKELL, M.D. 


OTORHINOLARYNGOLOGY 
BRONCHOESOPHAGOLOGY 


2508 East Sixth Street 
Tucson, Arizona 


Phone: 5-7191 





SURGERY 





EDWARD L. KETTENBACH, M.D. 
SURGERY 
Diplomate American Board of Surgery 
2324 North Tucson Blvd. Phone 5-2605 


Tucson, Arizona 


DELBERT L. SECRIST, M.D., 
F.A.C.S. 


123 South Stone Avenue 


Tucson, Arizona 
Office Phone 2-3371 Home Phone 5-9433 











H. D. KETCHERSIDE, M.D. 
SURGERY and UROLOGY 


DONALD A. POLSON, M.D. 
GENERAL SURGERY 

Certified by the American Board of Surgery 
800 North First Avenue 


Phone ALpine 4-7245 
Phoenix, Arizona 


W. R. MANNING, M.D., F.A.C.S. 
SURGERY 


Diplomate American Board of Surgery 


620 North Country Club Road 


Tucson, Arizona 


Phone 5-2687 








JAMES E. O’HARE, M. D. 


Diplomate American Board of Surgery 
PRACTICE LIMITED TO THORACIC SURGERY 


1613 N. Tucson Blvd. 


Tucson, Arizona 


Phone 4-115] 














THOMAS H. BATE, M.D. 
F.A.C.S., F.I.C.S.M.Sc. (Surgery) 


PRACTICE LIMITED TO SURGERY 
Diplomate American Board of Surgery 


15 E. Monroe — Office Phone ALpine 4-3326 
Phoenix, Arizona 














